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Name: C. Louise George 
Date: August 1996 
Date of Registration: April 1996 
Registration Number: 3519031
Overall Objective
To produce a portfolio which critically explores and reflects personal, professional and 
organisational issues in my role as a clinical psychologist across primary care and a 
specialist tertiary care service. In particular the professional review and research thesis 
entitled “Obsessive-Compulsive Personality Traits and Postnatal Depressive 
Symptomatology” reflect areas of interest within my role as a primary care clinical 
psychologist. The academic dossier explores areas of interest regarding my post as clinical 
psychologist for a specialist eating disorder service with the first academic review being 
an attempt to further explore issues raised in the previously completed study contained 
within the research dossier entitled “A Phenomenological Analysis of Anorexia Nervosa”.
Professional Dossier
AIMS: ; .
• To demonstrate professional competence
• To critically reflect on clinical practice
PROPOSED CONTENT:
Professional training and practice since qualification:
An account of professional training and practice since qualification will be included as a 
C V .
4Training to be undertaken:
An attempt will be made to develop skills in the area of supervision through attendance at 
appropriate workshops and through gaining direct supervisory experience. I will 
endeavour to gain experience supervising both a trainee clinical psychologist and a trainee 
counselling psychologist
Critical reflection with regard to clinical practice:
A critical analysis of the interface between clinical psychology, primary and secondary 
care services will be undertaken. The interface between primary care and secondary care 
has taken on particular importance with the recent resurgence in interest in primary care.
A number of factors have resulted in a shift from the hospital based secondary services 
deciding on need and how it is met to need being defined by primary care services and 
met within these structures.
With the development of primary care services clinicians have spent time debating which 
patients are suitable to be seen in primary care. It is sometimes assumed that 
psychologists in primary care principally see clients with relatively straightforward 
difficulties amenable to short term interventions. In practice, however, a wide range of 
referrals are made to this service varying considerably in complexity, age range, severity 
and problem type. In fact, at first glance there often appears to be little difference in terms 
of problem type and severity between referrals to primary care clinical psychology and 
secondary care clinical psychology services. This critical review will attempt to explore 
further the patterns of referral across primary and secondary care.
Academic Dossier
AIMS:
• To enhance my knowledge of areas of clinical psychology which are relevant to my 
current clinical concerns.
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• To improve my skills in critical evaluation of the relationship between theory and 
practice
• To develop ideas for future clinical practice and service delivery.
PROPOSED CONTENT:
2 critical reviews of 4500 words each will be completed.
1. Is the Construct of Control of Central Importance in our Understanding of Anorexia 
Nervosa?
Clinical descriptions of anorexia nervosa identify a profound sense of ineffectiveness on 
the part of anorexic and their attempts to obtain control over their internal and external 
worlds. Further, the findings of the thesis entitled, “A Phenomenological Analysis of 
Anorexia Nervosa” (submitted in partial fulfilment of the degree of MA Clin Psych), in 
its’ exploration of women’s lived experiences of anorexia, revealed the disorder as a 
distorted psychophysical solution to the existential problem of lacking control, power and 
autonomy. This finding reflects a general theme that runs through the work of many 
theorists that the rigid control anorexics exert over their bodies and eating is an attempt to 
compensate for the lack of control they experience in their daily lives.
Empirical research on ineffectiveness in anorexics has focused on locus of control 
measures and produced contradictory results. This academic review will critically explore 
the relationship between locus of control and the symptoms of anorexia nervosa.
2. The Use of Motivational Enhancement Therapy in the Treatment of Eating Disorders
Difficulties in treating patients with eating disorders have been well documented over 
time (Bruch, 1973; Alexander and Lumsden, 1994; Vitousek et al, 1998). In particular, 
these patients are known for their marked absence of motivation to engage in treatment
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(Bruch, 1973). They are notoriously ambivalent about change and their motivation for 
change, even if present initially, fluctuates markedly over the course of treatment. For the 
few eating disorder patients who embark on treatment programmes, fewer than half have 
been found to actually complete all recommended phases (Steiner et al, 1990).
Frequent references in the literature regarding the similarity between eating disorder and 
substance abuse patients with regard to lack of motivation for change have been noted 
(Schachter, 1982; Vitousek et al, 1998). This has recently encouraged clinicians to apply 
the principles of motivational enhancement therapy to the treatment of eating disorders 
(Treasure and Ward, 1997; Treasure and Schmidt, 1997). Motivational enhancement 
therapy is well established in the field of addictions where the understanding and 
management of ambivalence is a central aspect of treatment (Miller and Rollnick, 1991).
The usefulness of this treatment intervention is critically explored in the light of the fact 
that for bulimic and anorexic patients this resistance to change is possibly a result of the 
adaptive function their disorders serve.
Research Dossier
AIM: / .
• To increase research competence 
PROPOSED CONTENT:
Research Project 1
Title of proposed research: Obsessive-Compulsive Personality Traits and Postnatal 
Depressive Symptomatology
Name of research supervisor: Dr Sandra Elliott (University of Greenwich)
In this longitudinal study a sample of women from two South London GP surgeries will 
be assessed during pregnancy and again in the postpartum in order to explore the
. .. . 7
relationship between obsessive-compulsive personality traits and postnatal depressive 
symptomatology.
The onset of depression has been clearly linked to a stressor. Childbirth and the adaptation 
to motherhood is a recognised stressor which may render women vulnerable to the 
development of depressive symptomatology. Although stressful life events have been 
linked to the onset of psychiatric disorders external factors, such as social support and the 
presence of a sound marital relationship, and internal factors such as personality and 
psychiatric history have been shown to buffer or increase the individuals’ vulnerability to 
depression during these stressful periods.
It is often suggested that certain personality traits increase vulnerability to depression.
One such trait is obsessionality. An obsessional or perfectionist personality has been 
associated with depression (Klein and Depue, 1985; Kendell and DiScipio, 1970). In the 
case of postnatal depression, it has been suggested that women who display obsessive- 
compulsive personality traits could easily become overwhelmed when having to cope 
with the demands of a new baby (Boyce, 1994). Babies tend not to keep routines and are 
messy, such behaviours could be perceived as stressful to a woman whose behaviour is 
marked by mental and interpersonal control
In the light of the above this research study will attempt to investigate the correlation 
between obsessive-compulsive personality traits and symptoms of postnatal depression. It 
is hypothesised that obsessive-compulsive personality traits increase the probability of 
experiencing depressive symptomatology after childbirth.
Exploration of this topic will be conducted in line with the following procedure. Ethical 
committee approval will be obtained from the St. George’s Healthcare Local Research 
Ethics Committee. Subjects will consist of 100 first and second time mothers who will be 
recruited in their third trimester of pregnancy from 2 South London GP surgeries. They
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will be informed of the research and asked to complete an abbreviated version of the 
Schedule for Nonadaptive and Adaptive Personality (SNAP) (Clark, L. A. et al, 1996) and 
the Leverton Questionnaire (Elliott, Sanjack, and Leverton 1987) and return the 
questionnaires in the self addressed envelope provided. At 8 to 12 weeks postpartum 
patients will be asked to complete the Edinburgh Postnatal Depression Scale (Cox et al,
1987), a routine procedure already carried out by health visitors in the GP surgeries 
concerned.
Research Project 2
Title of proposed research: A Phenomenological Analysis of Anorexia Nervosa
Originally submitted in partial fulfilment of the degree of M.Soc.Sc. Clin. Psych. Included 
here as per regulations for the degree of PsychD.
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PROFESSIONAL DOSSIER
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PROFESSIONAL TRAINING AND PRACTICE SINCE 
QUALIFICATION 
Career History:
1992: Clinical Psychologist, Aids Training, Information and Counselling Centre, 
South Africa (Part-time)
Employer: Aids Training, Information and Counselling Centre
My work comprised the following elements:
• pre- and post-test psychological intervention for clients requesting HIV testing.
• public education.
• training of community nurses.
01/05/94 - 31/03/95: Clinical psychologist, West Wimbledon Community Mental 
Health Team
01/04/95 -  31/06/95: Clinical psychologist, Central Merton Community Mental 
Health Team
01/07/95 - 31/03/97: Clinical Psychologist, Morden Community Mental Health Team 
(Over this period I provided 6 sessions as a clinical psychologist to the various Merton 
sector community mental health teams)
Employer: Pathfinder NHS Trust
In my clinical capacity I provided:
• psychological assessment to patients living in the community as part of a 
multidisciplinary assessment team.
• individual work with patients living in the community.
• assessment and psychological treatment to inpatients.
• consultation to ward staff.
• consultation regarding liaison between the CMHT and local GPs acting as liaison 
person between a number of GPs and the CMHT.
• a contribution to the development of the CMHT operational policy.
01/05/94 -  present: Clinical psychologist, Balham Park Surgery (currently 5 sessions 
per week)
Employer: Pathfinder NHS Trust
My primary care work is based in a large general practice in South-West London. Within 
the practice I am responsible for the delivery and organisation of the clinical psychology 
service.
My work at the Balham Park Surgery involves:
• providing a screening service as well as individual assessment and psychological 
treatment of a varied patient case load.
• providing a liaison/consultation service to members of the primary health care team 
around a variety of issues including, consultations about specific cases, management 
of patients with long-term mental health care needs and the teams’ liaison with the 
local CMHT.
• providing supervision to a health visitor.
• providing supervision and overseeing the placements of clinical and counselling 
psychologists in training as well as providing the opportunity for clinical observation 
to trainee GPs.
• consultation with the practice manager regarding the surgery’s role within the Total 
Purchasing Project (TPP) and the local Primary Care Group (PCG).
01/01/98 -  present: Clinical psychologist, St George’s Anorexia and Bulimia 
Treatment Service (currently 5 sessions)
Employer: Pathfinder NHS Trust
My work with the St George’s Anorexia and Bulimia Treatment Service involves:
• playing a central role in the development and management of the outpatient, bulimia 
and anorexia treatment programmes, including the development of a new outpatient 
anorexia programme.
• providing individual psychological assessment and intervention to the inpatient and 
out-patient services.
• providing group work with inpatients
Teaching and Training
I have been involved in a variety of teaching and training activities since qualification,
including:
• providing clinical and research supervision to a number of clinical and counselling 
psychology trainees.
• providing clinical supervision and training to a variety of health professionals, such as 
health visitors, community nurses and community psychiatric nurses.
• teaching on the masters and diploma courses in counselling psychology at the 
Roehampton Institute, London.
• teaching on the diploma in humanistic counselling course at the Roehampton Institute, 
London.
Audit
I have taken a lead role in co-ordinating a number of audit projects including:
• providing consultation to members of the Eating Disorder Service regarding audit 
matters.
• developing an audit package for assessing long term, clinical outcome of the 
treatment programmes offered across the St George’s Anorexia and Bulimia 
Treatment Service.
• audit of client satisfaction regarding the primary care psychology service within the 
surgery in which I work.
• audit of the nature of referrals to a primary and secondary care clinical psychology 
service in an attempt to investigate the interface between primary and secondary care 
within the clinical psychology department.
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Post-Qualification Training:
I have attempted to regularly attend conferences, training events and courses relevant to
my current professional development
With regard to supervision I have attended a variety of training events, including:
• Introductory Workshop for New Supervisors (South East Thames Continuing 
Development Committee).
• Organisational Contexts and Contextual Factors in Supervisory Practice (South East 
Thames Continuing Development Committee).
• Group supervision (South East Thames Continuing Development Committee).
• Supervision and Mentoring(South East Thames Continuing Development 
Committee).
I have taken part in post qualification training offered by Pathfinder Mental Health
Services Trust, including:
• 2 year training in psychodynamic therapy
I have also undertaken external post qualification training, including:
• 1 year training in Brief Focal Psychoanalytic Psychotherapy. South East Thames 
Continuing Professional Development Committee.
• Time Limited Dynamic Psychotherapy, South East Thames Continuing Professional 
Development Committee.
• Working in Multidisciplinary teams: the way Forward. The Clinical Psychology 
Continuing Professional Development Committee.
• Bereavement and Counselling Conference. St George's Conference Unit.
• Post traumatic stress disorder, South East Thames Continuing Professional 
Development Committee.
• Primary Care Conference, St George’s Conference Unit.
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• Schema Focussed Cognitive Therapy, South East Thames Continuing Professional 
Development Committee.
• Schema Focussed Cognitive Behaviour Therapy for Personality Disorders, South East 
Thames Continuing Development Committee.
• Providing Local Services for People with Eating Disorders. Pavilion Publishing 
Conferences.
• Eating Disorders, South East Thames Continuing Development Committee.
• Motivational Enhancement Therapy with Eating Disorder Clients (Bethlem and 
Maudsley NHS Trust).
Conference Presentation:
Presented paper at the Crisis Symposium (1991), Natal, South Africa on “Post Traumatic 
Stress Disorder in South African Children.”
Publications:
George, C. L. and De La Rey, C. (1992). Book Review: Fat Chance! The Myth of Dieting 
Explained. Agenda, 15, 87-90.
Qualifications:
1986 — 1989: University of Natal, Durban, South Africa 
Bachelor of Social Science 
Bachelor of Social Science, Honours
1990-1992: University of Durban-Westiville, South Africa 
Master of Social Science, Clinical Psychology
1995: British Psychological Society 
Chartered Status, Certificate of Equivalence
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THE INTERFACE BETWEEN PRIMARY AND SECONDARY 
CARE PSYCHOLOGY SERVICE PROVISION
The development and delivery of primary health care has become a political and 
service priority since the comprehensive Government review in the mid 1980’s. The 
last decade has witnessed profound changes in the NHS. The purchasing power of a 
growing number of fundholding general practitioners and now primary care groups 
(Department of Health, 1997) is increasingly determining the provision of services, 
including psychology services, in primary care settings. With the emphasis on the 
importance of decentralising services there has been an acceleration in the shift of 
health resources from hospital based, secondary care to primary care and community 
settings. The emphasis has been on mental health interventions being primary care 
based wherever possible using the community mental health team (CMHT) only for 
interventions that cannot be provided by the primary health care team (PHCT). The 
recent White Paper (Department of Health, 1997) has emphasised that Primary Care 
Groups will continue to play a major part in shaping services and that primary care 
psychology services will continue to play an important role in the area of mental 
health.
In recent years there has been an increase in the number of clinical psychologists 
working in primary care settings (Green, 1994). This reflects that psychological 
problems experienced by patients in general practice have been given a high profile in 
recent years (Paykal and Priest, 1992) and that there has been a steady demand over 
recent years for non-physical treatments to mental health problems by patients (Harvey 
et al, 1998; Friedli and King, 1996). Research indicates that psychological issues 
underpin a sizeable proportion of consultations in primary care with the fourth most 
common reason for patients to consult their GP being a mental disorder (Royal 
College of Practitioners, 1990). Despite the increase in numbers of primary care 
psychologists demand for psychological services in primary care continues to outstrip 
supply. Since resources are inevitably limited within the NHS (Brech and Agulnik,
1996) the issue arises of how best to deploy these resources in the face of ever­
growing demand.
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Historically the clinical psychologist has met the whole gamut of need for those with 
psychological problems from minor, transient difficulties in adjustment to those with 
more severe and persistent mental illness. The historical context was such that GPs 
referred all clients needing psychological input to centrally based clinical 
psychologists without differentiating their level of need. Presently, however, with the 
variety of routes of access to clinical psychology, including primary and secondary 
care, decisions about where best a client might be treated need to be made. Although 
the NHS has encouraged an evidenced-based and evaluative approach to decision 
making, referrals to clinical psychology and the use of psychology as a discipline 
across the interface between primary and secondary care by referrers is often 
inconsistent and irregular (Burton and Ramsden, 1994).
A clear definition regarding the interface between primary and secondary care clinical 
psychology remains elusive. Defining “who should be seen where” has become a 
complex issue. Unlike somatic medicine where it is perhaps easier to match a patient’s 
diagnosis to the correct specialist service the relationship is less straightforward with 
psychological diagnoses. Clearly, a grey area exists where clients with a variety of 
problems could be managed in either primary or secondary care settings. Although 
some overlap is inevitable and even appropriate, clearer guidelines would assist in the 
optimum use of psychology services in the two settings.
Further, given the increasing power of purchasers within the NHS, psychology needs 
to present itself as an organised and cost effective service, while providing the best 
level of care to patients, if it is to remain appealing. The inability of psychology to 
clarify the interface between primary and secondary care might have a detrimental 
effect on the marketing of services to the purchaser.
Finally, quality of patient care could be affected by this lack of clarity regarding the 
interface between primary and secondary care. If criteria are not explicit it may take 
some time before patients receive treatment from the appropriate service. With
patients possibly being treated in primary care and only being referred on when 
treatment “fails”. The disruption this might cause to the patient’s treatment and 
hindrance on their ability to engage in future treatment could be detrimental. Given the 
already high drop-out and non-attendance rate in psychiatric services (Carpenter et al, 
1981), creating more hurdles for patients to cross before reaching appropriate sources 
of treatment is ill advised.
Towards a Definition of Primary Care Psychology
Necessary to our understanding of the interface between primary and secondary care is 
a clearer definition of primary care psychology. While secondary care has been 
defined as providing multidisciplinary care for the seriously mentally ill (Gask et al,
1997) the definition of primary care is less clear. Secondary care psychology has been 
seen to make treatment more widely available to the community, usually within the 
structures of a community mental health team which provides a single point of referral 
for multidisciplinary care with pooling and discussion of referrals (Onyett et al, 1994). 
These community mental health teams display vaiying patterns of integration with and 
responsiveness to the needs of primary care (Gask et al, 1997). As a tier in the health 
care system primary care provides a decentralised and locally based service (Day and 
Wren, 1994). The aim of this primary care service is to provide cost effective care, 
including mental health care, that is relevant to the needs of the local population. This 
means offering services across age ranges, offering brief and episodic interventions, 
supporting and educating members of the primary care team and on the whole, 
generically filtering a large caseload of clients. The initial detection of mental health 
problems and the selective referral on to secondary care and specialist services is 
central. In order to effectively provide these services, it is necessary that a clear and 
reciprocal relationship is established with secondary services (Comey, 1996).
Despite this need for clarity, it appears there is uncertainty about the relationship 
between primary care psychology services and those based in secondary care adult 
mental health services. One possible view is that the two are synonymous and that 
there is little difference between them. It has been reported that clients with similar 
problems are referred to primary care clinics and to traditional hospital outpatient
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departments (Tyrer, 1984; Browning et al., 1987). In such cases the primary care 
service largely replaces the hospital outpatient department.
An alternative view is that primary care psychology services deal with more common 
and less severe problems. Indeed a main criticism of primary care work is that clinics 
are not attending to the seriously ill (Brown et al., 1988). This suggests the primary 
care service is a generic service for the "worried well" and calls into question the 
validity of expensive skills being deployed in this way (Tata et al., 1996).
Although there exists a lack of clarity regarding the interface between primary and 
secondary care, nevertheless, primary care represents a first point of access and this 
tends to fit into a short-term therapy framework. The frequent rationale provided for 
fimding primary care counselling services is that they are assumed to reduce referrals 
to secondary care services (Cape and Parham, 1998). This is said to allow secondary 
care services to concentrate on treating those patients with more severe mental illness 
requiring longer-term multidisciplinary input, while people referred to primary care 
will have problems more suited to short-term, focused interventions (Bond, 1995).
This has raised concerns that primary care is concerned with the treatment of easier, 
sub-clinical cases who would recover spontaneously.
The Process of Referral Across the Interface
Despite these attempts at defining the interface between primary and secondary care 
and providing criteria for guiding the referral process across the two services a lack of 
clarity remains. The process of referral is recognised to be influenced by a range of 
factors many of which do not concern the matching of client need to the professional 
expertise of the services involved (Burton et al, 1994).
The referral process is reported to be influenced by three important factors: the nature 
of the clients, the type of service provided and the approach and education of GP's 
(Goldberg & Huxley 1980). Firstly, with regard to the nature of the clients, clinical 
characteristics play an important role. Clients referred to primary care services are 
reported to have common neuroses and situational reactions, leaving clients suffering
from more serious or complex problems being referred to traditional hospital 
outpatient services who can provide specialist psychiatric intervention (Browning et 
al, 1987; Tyrer, 1984; Gask et al, 1997). With regard to more general client 
characteristics, almost twice as many women present with psychiatric disorder in 
general practice, yet consistently more men are reported to attend outpatient clinics 
(Brown et al., 1988). Similarly younger patients are more likely to be referred to 
psychiatric services than elderly patients (Verhaak, 1993).
Secondly, the structure of the service provided will influence the referral pattern in 
that, in theory, multi-disciplinary services will be appropriate for patients requiring 
long-term in-patient or specialist care as opposed to the structure of the primary care 
uni-disciplinary service which lends itself more to brief focused interventions. 
However, there are deficiencies in many aspects of outpatient provision that have been 
shown to distort the referral process. For example high failure of attendance at first 
appointments and a lack of appropriate information on referral, influence the referral 
process in that they deter GP referrals to secondary care (Carpenter et al., 1981; Pullen 
& Yellowlees, 1985; Williams & Wallace, 1974) as GPs are said to desire services 
that are easily accessible, generic, short term and have a high level of client contact 
(Alexander, 1995).
GPs are becoming increasingly influential regarding the pattern of provision of 
healthcare and GP referral patterns across primary and secondary care services are 
likely to reflect their approach, education and personal preference. Findings that GP 
referrals to outpatient psychiatry, clinical psychology, community psychiatric nurses 
and counsellors were not always an appropriate match to professional skill suggest 
that GP's need to be educated in the differences between counselling, clinical 
psychology and psychotherapy in particular (Burton & Ramsden, 1994). GP’s referral 
decisions are frequently influenced by their personal experiences of local services 
(Day & Wren, 1994) or working relationships with colleagues across the services. For 
example, GPs will possibly make use of primary care psychology services more 
readily so as to avoid the long waiting times characteristic of secondary care
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psychology services or because they have a good professional relationship with the 
primary care psychologist. As GPs become more responsive to their patients’ 
preferences so too will these influence their referral decisions. Patients are known to 
prefer attending clinics within the primary care setting (Comey, 1996), which they find 
familiar and less threatening and allows them to avoid the stigma of being seen within 
a psychiatric service which might dissuade GP referral to secondary care. Factors 
relating to the skills, training and clinical areas of interest of the GP might also 
influence their referral patterns. GPs with a particular interest or expertise in mental 
health issues, for example, might be more inclined to retain patients within the 
primary care setting rather than refer them on. The GP can thus be seen to have 
adopted an influential role as gatekeeper across the interface between primary and 
secondary care, with their particular approaches, training and personal preference 
strongly influencing the process of referral.
Who is Seen Where: A Review of the Literature and Clinical 
Audit
With the expansion of primary care mental health services much concern has been 
expressed that providing more accessible primary care psychology services will lower 
the clinical threshold for referrals (Tata et al, 1996). It has been suggested that these 
services will address the needs of the worried well while the seriously ill will continue 
to be seen in secondary care services.
Studies of psychiatric clinics based in primary and secondary care settings have 
already produced interesting results in this area. The clinical spectrum of patients seen 
in primary care psychiatric settings has been found to be no different from that in 
specialist, out-patient clinics (Tyrer, 1984; Browning et al, 1987; Gask et al, 1997). 
Similarly, primary care psychiatric services have been found to treat both chronic and 
psychotic patients (Brown et al, 1988) as well as those clients at the less severe end of 
the spectrum.
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With regard to primary care clinical psychology services a similar pattern has been 
identified. A wide range of referrals have been found to be made to primary care 
psychology services, varying considerably in complexity, severity and problem type 
(Donnison and Burd, 1994). Equivalent levels of psychopathology within both 
specialist and primary care psychology services has been found (Tata et al, 1996).
A number of problems with the research to date raises concerns however regarding 
these findings. For example, much of the research is based on the examination of 
casenotes to obtain diagnostic specificity and does not include measures of severity of 
psychopathology. An individual with a diagnosis of "depression" may have problems 
that range from transitional reactive type to an acute manic type, the former possibly 
being more suitable for intervention at primary care level and the latter at secondary 
care level.
Secondly, comparisons between primary and secondary services as a whole have not 
distinguished between the different professionals working within these services. With 
the expansion of provision for those with psychological problems at the primary care 
level a situation has been generated where a range of different professionals are now 
working in this field. The pattern of referral and caseloads of counsellors, counselling 
psychologists and clinical psychologists might differ markedly. The interface between 
primary and secondary care might appear different for each of these professional 
groups. Reports that clients with similar problems are referred to primary care clinics 
and to traditional hospital outpatient departments (Tyrer, 1984; Browning et al., 1987; 
Tata et al, 1996) are perhaps a reflection that similar professionals are working in both 
settings. Clinical psychologists with mental health, secondary care experience might 
feel more equipped than their counselling colleagues to treat patients with more severe 
psychiatric disturbance. Counsellors in primary care are known to see patients with 
very different characteristics than seen by clinical psychologists, who may be better 
placed to offer treatment for more disturbed patients (Burton et al, 1995). Similarly, 
comparisons between primary and secondary services have tended not distinguished 
between the different professionals working within secondary care services. Given the
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multidisciplinary nature of secondary care services referrals to primary care 
psychology should not be compared to referrals to the entire multidisciplinary 
secondary care team. The relationship between primary care mental health services 
and the use of secondary mental health services other than psychiatry, such as clinical 
psychology, have not been studied (Cape and Parham, 1998).
A clinical audit within the Pathfinder NHS Trust (Young and George, 1998) attempted 
to address the above limitations in a study to establish whether there is disparity in the 
type of clients being treated by a clinical psychologist working in primary and 
secondary care. This was achieved by comparing 22 consecutive referrals to a single 
clinical psychologist in a GP surgery and 22 consecutive referrals to the same clinical 
psychologist in a local Community Mental Health Team [CMHT]. Severity of 
psychopathology was determined by self-ratings on the General Health Questionnaire- 
28 [GHQ 28] (Goldberg and Hillier, 1979). It was hypothesised that clinical 
psychologists in secondary care would be treating more severe mental illness requiring 
longer-term and multidisciplinary intervention compared to relatively better 
functioning clients referred for brief, focused intervention in primary care. This was 
not supported and ratings of severity of psychopathology were in fact one-third greater 
in primary care than in secondary care, despite the groups being similar in their 
psychiatric history and risk for self-harm. It was notable that comparison by diagnostic 
category only, suggested that referrals were similar in both settings and it was not until 
the severity of the problem was examined that a disparity was revealed.
Despite the greater severity of psychopathology in primary care, referral by diagnostic 
category was to some extent appropriate with personality disorder and schizophrenia 
cases being referred exclusively to secondary care where multi-disciplinary 
intervention is available. With increasing developments in primary care, in particular 
the expansion of primary care mental health professionals, it is possible that this 
picture might also change. With the introduction of community psychiatric nurses, the 
training of primary care nurses to address mental health need and the increasing role of 
GP’s in monitoring the medication of psychiatric patients in primary care, it is feasible
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that primary care clinical psychologists may begin to work with those client groups 
previously identified for secondary care.
Another general consideration is that the GHQ so frequently used when researching 
primary care patient populations (Tata, 1996, Smith, 1998), does not detect chronic 
problems or disorders of personality. It is likely that such patients would form a large 
portion of the secondary care clinical psychologist’s caseload. The complexity of such 
cases would possibly be unsuitable for management in the primary care setting.
Further a large portion of the work of secondary care psychologists is frequently 
multidisciplinary where they are involved in the management of patients with complex 
and long term problems, but for whom they are not the allocated keyworker. This is 
frequently not reflected in the research.
Further factors to consider with regard to these findings include the fact that perhaps 
GPs are unwilling to refer onto secondary care as they have a limited fundholding 
budget. They may also be dissatisfied with the longer waiting period for secondary 
care services (Alexander, 1995). Patients may also prefer to be seen in primary care as 
it is more local and has no stigma associated with it. It is evidenced that GP clinics are 
strongly preferred by clients (Tyrer 1984) and this is an important consideration as 
maintenance therapy is often instrumental in the prevention of relapse of many 
psychiatric disorders.
Alternatively it is possible that while waiting for an appointment, people improve 
during the intervening period of their own accord. This spontaneous remission could 
explain how people in secondary care generated lower ratings of severity of 
psychopathology at assessment since they were found to wait almost twice as long for 
secondary care appointments.
Furthermore, the primary care data was derived from one GP surgery which may not 
be representative of normal practice, for example their psychologist may be 
particularly efficacious and/or cost-effective. Further research needs to establish
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whether these findings hold for services within the same area and using several 
primary care locations.
In general there appears to be a clear lack of large-scale, long-term follow-up studies 
in this area of enquiry. As a result, findings might easily be influenced by differences 
in referral patterns over time and across individual practices and clinicians. 
Methodological problems suggest some caution is necessary when studying the results 
of research in this area.
A Revised Definition of Primary Care Psychology
Despite these limitations, the above findings which cover a range of geographical 
areas and clinicians, reveal a clear absence of difference between patients seen in 
primary care psychology and secondary care psychology services. There is a striking 
lack of evidence for the notion that primary care psychology addresses the needs of 
those with less severe problems or let alone the “worried well.”
Findings at first glance, appear more in line with the view that primary care 
psychology services are synonymous with secondary care services. It would appear 
that location aside the two services are providing a similar service.
Some caution in such an assumption is however advised. In defining primary and 
secondary care psychology in terms of case-load alone ignores a number of central 
aspects to the psychologists roles in these unique and different settings. Primary care 
psychology is not simply the transfer of skills from the secondary to primary care 
setting, but is an approach which has evolved to meet the needs of the general practice 
setting. Although the clients may be similar to those seen in secondary care, an 
effective definition of primary care must include an understanding of the unique 
relationships that the primary care psychologist has with patients, referrers and 
colleagues (Donnison and Burd, 1994) within the context of the norms, values and 
physical setting of primary care services and primary care team.
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Conclusion
In summation, clinical psychology at primary care level is not being utilised solely for 
the treatment of those client groups with less complex problems suitable for brief, 
focussed interventions. GP's are referring a range of clients to clinical psychologists in 
primary care so that there exists are marked similarity regarding complexity and level 
of psychopathology between primary and secondary care psychology referrals.
Possibly in response to the lack of clearly established definitions regarding the 
interface between the services referrals are frequently being made without 
differentiating level of need and matching this to the professional expertise of the 
services available for referral.
The expansion of provision for people with mental health problems in primary care 
has generated a situation where clear guidelines about the nature of the work 
undertaken in primary and secondary care has not yet been established. As primary 
care psychology evolves it is necessary that some clarification regarding “who does 
what, where and how” is established to ensure the effective marketing of services 
(Collins & Murray, 1995), to avoid the inefficient duplication of resources and most 
importantly, to provide the optimum quality of care to patients.
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SECTION 2 
ACADEMIC DOSSIER
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Critical Review 1:
IS THE CONSTRUCT OF CONTROL OF CENTRAL IMPORTANCE 
IN OUR UNDERSTANDING OF ANOREXIA NERVOSA?
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Despite the occurrence of eating disorders amongst male patients, they are far more prevalent in females 
than in males (Lucas et al, 1991) for this reason, the female pronoun will be used throughout the following 
reviews.
IS THE CONSTRUCT OF CONTROL OF CENTRAL IMPORTANCE 
IN OUR UNDERSTANDING OF ANOREXIA NERVOSA?
Bruch (1962) originally proposed the notion that anorexic patients experience a 
profound sense of ineffectiveness and that anorexia involves an attempt to secure a sense 
of personal control by rigorously controlling the body and food intake. Bruch (1973) 
identified three areas of personal psychological disturbance. The first she defined as a 
disturbance of delusional proportions in the body image and body concept - the anorexic 
appearing genuinely unaware of her true size. The second identified area of disordered 
functioning was a disturbance in the accuracy of perception or cognitive interpretation of 
stimuli arising from the body. Finally, the third area of disordered functioning was 
described as a "paralysing sense of ineffectiveness." The anorexic was suggested to 
perceive her actions not as something she performed herself, but as something which 
happened to her and over which she had no control.
The issue of perceived control has continued to be highlighted in discussions regarding 
theory, treatment and research in the area of anorexia nervosa (Crisp, 1980; Levens, 1995; 
Waller 1998). Descriptions of family background (Palazoli, 1974; Minuchin et al, 1978; 
Achimovich, 1985; Dare et al, 1994) and sociocultural influences (Chemin, 1981;
Orbach, 1978) have suggested that anorexia represents an attempt to compensate for the 
lack of control the anorexic experiences in her daily life through rigidly controlling her 
body and eating. These theoretical descriptions propose that central to the development 
and maintenance of the disorder is the attempt by the anorexic to obtain control over the 
various domains of her daily life. The anorexic is described as feeling unable to affect
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things around her, feeling she has no “voice” within her family (Palazoli et al, 1989; 
Minuchin et al, 1978) and within a wider social system (Orbach, 1978; Lawrence, 1984). 
She is described as feeling she has little sense of autonomy and effectiveness, being 
unable to cope with the demands of adolescence and approaching adulthood (Crisp, 1980; 
Dare and Crowther, 1995). Her potential for self-direction or being able to influence 
others is diminished by her sense of being practically invisible. Anorexia, through its 
control over food and eating, is thus implicated through the literature as serving as an 
attempt at obtaining personal control.
Definition of Anorexia Nervosa
Anorexia nervosa is frequently described not only on the basis of a range of psychological 
characteristics of which a lack of personal control appears central, but also in terms of 
patterns of food intake and body weight.
The diagnostic criteria for anorexia as defined by the American Psychiatric Association in 
the Diagnostic and Statistical ManuallV (1994) include:
• Refusal to maintain body weight at or above a minimally normal weight for age and 
height.
• Intense fear of gaining weight or becoming fat even though underweight.
• Disturbance in the way in which one’s body weight or shape is experienced, undue 
influence of body weight or shape on self-evaluation, or denial of the seriousness of 
the current low body weight.
• In postmenarcheal females amenorrhea.
It is generally agreed however, that most features of anorexia appear secondary to these 
patients’ overvalued ideas concerning their shape and weight (Garfinkel and Gamer,
1985). The essence of this core psychopathology is that anorexic patients will judge their 
self-worth or value almost exclusively in terms of weight and shape. This has implications 
for our understanding and treatment of the disorder in that it suggests that these
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overvalued ideas must be understood and modified if there is to be full and lasting 
recovery (Freeman, 1995).
Until recently, the diagnosis of anorexia was often complicated by the presence of bulimia 
nervosa. With the introduction of DSM mR (APA, 1987), bulimia nervosa came to be 
viewed as an independent disorder rather than a variant of anorexia nervosa. Although 
bulimic patients are said to share the anorexic’s extreme concern about shape and weight, 
the essential feature of the disorder is the engagement in binge eating followed by purging 
which is marked by feelings of lack of control. While the anorexic appears successful in 
avoiding weight gain, the bulimic experiences lapses in control over food and weight.
Locus of Control
Attempts at obtaining objective data to support these theoretical and anecdotal assertions 
that anorexia stems in part from a perception of limited autonomous control and efficacy 
have relied on locus of control measures and have produced varied findings.
Locus of Control scales have become the central measure of personal control and 
effectiveness in eating disorder research. These scales measure beliefs about causes of 
various life events such as effort (internal control) and chance or the influence of others 
(external control).
The construct of internal or external control relates to a generalised belief that social or 
tangible rewards are linked either to one’s own actions (internal control), or are the result 
of circumstances, chance or the actions of other people (external control). This construct 
relates to the initial work by Rotter (1966). Rotter described both generalised and specific 
expectancies, a pervasive expectancy that is comprised of perceptions of past experiences 
gathered across many different situations, as well as the belief that one can exercise 
effective self-behaviours in specific situations. Rotter’s Locus of Control Scale (Rotter,
1966) measures generalised internal/external control expectancy.
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The construct was later expanded (Bandura, 1977) to a definition of self-efficacy which 
included the conviction or belief that one can successfully execute a specific behaviour 
required to produce a specific Outcome. The importance of both efficacy and outcome 
expectancies were highlighted (Bandura, 1977). Efficacy expectancy refers to the belief 
that one can successfully perform a behaviour that will elicit the desired outcome from the 
environment. Outcome expectancy refers to the belief that a specific behaviour will lead 
to specific outcomes. Self-efficacy was viewed as specific to a single behavioural domain 
so that high levels of self-efficacy in one domain cannot be generalised to high levels of 
self-efficacy in a wide range of behavioural domains.
With time it became apparent that generalised expectancy of internal or external control 
was a broad concept and refinements and categorisations were developed. For example, it 
was argued that it may not be valid to combine the expectancies of fate, chance or 
significant others all under the heading of external orientation. Subjects scoring highly on 
externality are not viewed as a homogenous group, rather externality may have a range of 
meanings. A split into 3 dimensions -  namely; internal, powerful others and chance - was 
suggested (Levenson, 1973). While a modified version of Rotter’s (1966) scale which 
yields three factors in addition to a total score was developed (Reid and Ware, 1974). 
These include fatalism, social system control and self-control. Similarly, the Locus of 
Control of Behaviour Scale which focuses on perceived responsibility for personal 
problem behaviour was created (Craig et al, 1984).
Eating Disorders and Locus of Control
Given the clinical and theoretical descriptions of anorexics experiencing little sense of 
personal control there existed an expectation that anorexics would display a high external 
locus of control. The descriptions of their developmental and family backgrounds and 
psychological characteristics suggested that anorexics would exhibit control expectancies
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of a highly external nature. Despite these theoretical predictions, empirical research in the 
area of control in anorexics has produced contradictory results.
Initially, as expected, anorexic patients were found to display higher external locus of 
control than obese controls on Rotter’s (1966) measure of generalised internal/external 
expectancy (Gamer et al, 1976). The positive correlation between body-image disturbance 
and external locus of control suggested the internal-external construct might be related to 
feelings of ineffectiveness in anorexia.
A later study (Hood et al, 1982) however, comparing female anorexics, aged 15 to 25, 
with high school and undergraduate females produced contradictory results. The study 
utilised a multidimensional intemal/extemal locus of control scale (Reid and Ware, 1974) 
yielding three factors in addition to a total score. Findings suggested that young anorexics 
had a higher internal locus of control when compared to their age related peers. Further, it 
was noted that external locus of control increased with age in the anorexic sample in 
contrast to reports that externality decreases with age among normal populations. High 
externality was associated with specific clinical symptamatology and personality 
measures -  namely: greater premorbid obesity, greater age, greater bulimic and purging 
behaviours, alcohol and Cigarette use and heterosexual activity. High intemality was 
associated with denial of weight loss and thus of illness.
The Nowicki-Strickland Locus of Control Scale (Nowicki and Strickland, 1973), 
developed to measure generalised control expectancies in children and adolescents, was 
used to compare anorexics (mean age = 15) to other patient groups, namely depressed and 
conduct disorder controls (Strober, 1982). Results indicated that anorexics had a higher 
internal locus of control when compared to the control groups. Further, the anorexic group 
were more “internal” than reported means of normal subjects of similar ages. Within the 
anorexia nervosa sample the more internal anorexics showed more rapid weight gain 
during treatment and the more external the score the greater the denial of illness, fear of
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weight change, impulse control, rigidity of self imposed controls, use of purgatives and 
diuretics and body image distortion. As with the previous study (Hood et al, 1982) degree 
of externality in comparison to other anorexics predicted a particular array of symptoms, 
prognosis and aspects of personality. A lower sense of effectiveness was associated with 
what researchers described as more severe symptoms, symptoms which reflect a higher 
level of general instability of functioning.
A sample of older anorexics (mean age =. 25), in contrast to the previous study, were 
found to have significantly more external locus of control than control subjects (Harding 
and Lachenmeyer, 1986). Locus of control orientation and family variables were explored 
in terms of their relative effectiveness in predicting both the presence or absence and the 
severity of the disorder. Their findings support the notion that older anorexics tend to 
display a more external locus of control than a younger sample.
In light of the above findings it is suggested that externality may be a characteristic of the 
pre-onset stage. The anorexic may experience high externality in the face of a family 
which stresses excessive conformity, overprotectiveness, perfectionism and external 
appearances (Palazoli, 1974; Minuchin et al, 1978; Achimovich, 1985). The development 
of symptoms that follow the onset of the disorder might then produce a temporary sense 
of control which results in a high sense of effectiveness. Those young anorexics with 
relatively high levels of externality might experience less ability to cope, which is 
exacerbated by the presence of more severe symptoms. Then, as age increases, it has been 
suggested (Groth-Mamat and Scumaker, 1988) that the anorexic begins to feel more out 
of control as she realises the limitations of her symptoms as a solution to her sense of 
ineffectiveness. As she encounters a wider range of new situations to deal with, moving 
away from the family and home environment and leading a more independent life, the 
anorexic increasingly realises the ineffectiveness of her symptoms in managing the 
situations she encounters and thus there is a decrease in the anorexics sense of personal or 
internal control. Anorexia is thus initially effective in compensating for the lack of control
the anorexic experiences over her life through developing excessive control over food 
intake. These symptoms are, however, only temporarily effective in promoting a sense of 
personal self-control.
In contrast to this prediction, however, studies in a possible pre-onset anorexic, female, 
college sample (Groth-Mamat and Scumaker, 1988) have found no relation between 
intemality-extemality and attitude towards eating and a concern with body size
Limitations of Locus of Control Studies in Anorexia Nervosa
The above, varied results raise questions as to the relationship, if any, between locus of 
control measures and the construct of control within anorexia. At first glance it could be 
assumed that the construct of control, despite theoretical and clinical descriptions, is not 
central to the development and maintenance of anorexia.
In support of such an argument, it is possible for example, that locus of control scales tap 
nothing more than general psychological distress, the non-specific distress of subjects 
which influences their completion of tests. When anorexic and bulimic patients have been 
compared to female psychiatric patients, dieters and non-dieting controls (Williams et al,
1990) locus of control scales were not able to differentiate between eating disorder and 
other psychiatric groups. The inability to clearly identify high external locus of control 
amongst anorexic patients might be due to the fact that external locus of control occurs in 
a variety of neurotic and characterlogical disorders and is not specific to eating pathology. 
Thus locus of control scales might act as general measures of psychopathology rather than 
specific indicators of eating pathology. For example, the measurement of locus of control 
in a community sample in its attempt to differentiate subjects with eating disorders from 
those with other chronic dieting syndromes and from normals was found to add nothing 
over and above general measures of psychopathology (King, 1989).
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Given a number of methodological and theoretical limitations evident in the research, 
conclusions that the construct of control does not add to our understanding of anorexia 
would be hasty. The single internal-external scale utilised so frequently in standardised 
investigations of perceived control in anorexics does not perhaps allow the construct to be 
operationalised in diverse ways in order to clarify the specific meanings of ineffectiveness 
in anorexia. In response to this some studies ( Shapiro et al, 1993; Wagner et al, 1987; 
Rezek and Leary, 1991; Waller, 1998) have use scales which attempt to account for the 
fact that generalised expectancy of internal or external control is a broad concept and 
refinements and categorisations are needed. While the internal-external scales most 
frequently used have been generalised indicators of locus of control these studies have 
speculated that more specific instruments might produce clearer results. They (Shapiro et 
al, 1993; Wagner et al, 1987; Rezek and Leary, 1991; Waller, 1998) have attempted to 
apply more expanded control inventories to investigate control and self-control in patients 
with eating disorders in general. These studies have attempted to explore the sense of 
personal effectiveness in eating disorders as a more specific construct referring to various 
aspects of functioning rather than adopting a uni-dimensional focus.
Although general control belief scales have possibly failed to fully explore the specific 
meanings of ineffectiveness in anorexia they are valuable in that they view locus of 
control as a generalisable trait, consistent across situations. Specific control belief scales 
are situation specific and as such fail to explore the anorexics enduring sense of 
ineffectiveness described by clinicians as visible across all domains'of their patients’ lives 
(Crisp, 1980; Levens, 1995; Waller, 1998).
Further, many using more specific control belief scales have investigated eating disorder 
groups in general, not differentiating between anorexics and bulimics. As a single group 
eating disordered subjects appear more external (Wagner et al, 1987; Williams et al,
1990; Williams et al, 1993; Shapiro et al 1993), but the unique anorexic experience of the 
construct is lost. Although sharing similar characteristics, it cannot be assumed that the
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bulimics’ experience of personal control will be the same as the anorexics’. Bulimic 
patients are well known for their fluctuations between an intense sense of self-control and 
feeling extreme loss of control. It would seem reasonable to conclude that bulimic 
individuals continue to experience feelings of ineffectiveness while the anorexic has been 
successful in her search for control.
The lack of clarity regarding the diagnosis of anorexia nervosa resulting from the 
tendency to investigate eating disorder groups in general, has influenced the results of 
earlier studies focussing on locus of control and anorexia. For example, studies (Hood et 
al, 1982; Strober, 1982) which have shown some consistency with regard to the 
relationship between externality and symptom severity should possibly be viewed with 
caution. Within the groups of anorexics studied, the relative degree of externality was able 
to successfully predict severity of symptoms, where relatively high external scoring 
subjects suffered from greater weight fluctuation, loss of control, feelings of guilt and 
greater likelihood of substance abuse. Such symptoms are however consistent with 
bulimic pathology. It appears that patients displaying clearly bulimic or even “multi- 
impulsive” symptoms have possibly been included in the samples of anorexics. Until the 
publication of DSMDIR (APA, 1987) which recognised bulimia as a separate and distinct 
disorder, bulimia had been frequently viewed as a variant of anorexia. It could thus be 
argued that the unique understanding of personal effectiveness and control for the 
anorexic is clouded by the inclusion of subjects displaying bulimic features in earlier 
studies.
Other possible explanations for the contradictory findings have been suggested in the 
literature. Internal control expectancies have been found to correlate with higher levels of 
achievement and social class (Connor, 1995). These variables have not been accounted 
for in the above studies. The internal-external scores might be more a reflection of social 
class in the high school and university groups so frequently used in such studies.
Contradictory findings might also be attributable to the fact that gender has not been 
accounted for in many of the studies identified. Although anorexia is far more prevalent in 
the female population (Lucas et al, 1991) the disorder does occur amongst males and male 
subjects might have been included within the samples studied. Given that gender has been 
shown to influence locus of control (Connor, 1995) this has important implications with 
regard to research findings in this area.
Referral for treatment or the experience of becoming a patient could be perceived as a loss 
of internal control. Thus findings based on clinic subjects (Gamer et al, 1976; Hood et al,
1982) may simply reflect their status as identified patients seeking help. This would 
support the assertions (Goffman, 1968) that clinic patients are more likely to see 
themselves as personally helpless. However, internal locus of control has been described 
as a predictor of many health behaviours including use of services and information 
gathering (King, 1989). Thus, those who develop an eating disorder but do not seek help 
might display a higher external locus of control than those who seek treatment.
Aside from the above methodological problems a central concern regarding the use of 
locus of control as a measure of autonomy is its inability to account for the distinction 
between intentional behaviours, that are initiated and regulated by choice as an expression 
of oneself, and intentional behaviours that are pressured and coerced by intrapsychic 
and/or environmental forces and thus do not represent true choice. The former behaviours 
are characterised by autonomous initiation and regulation and are referred to (Deci and 
Ryan, 1987) as self-determined; the latter behaviours are characterised by compulsive 
initiation and regulation and they refer to these as controlled.
Thus choice and intention cannot be equated. Choice refers to those intentional 
behaviours which are autonomously initiated and regulated while control refers to those 
intentional behaviours which are not autonomous. Thus, although perceived control over
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outcome promotes intentionality, it does not ensure that the intentional behaviour will be 
initiated and regulated autonomously (Deci and Ryan, 1987).
Autonomy suggests an inner endorsement of one’s actions, the sense that they emanate 
from oneself and are one’s own. Thus the anorexic abstaining from food displays 
intentional behaviour and yet cannot be described as acting autonomously. The experience 
is rather one of compulsion as she does not experience a sense of choice. Being controlled 
is characterised by greater rigidity and the experience of having to do what one is doing, 
of being a pawn to the desired outcome, even though intending to achieve this outcome.
This raises interesting concerns with regard to measures of intemality-extemality. Rotter 
(1996) used the internal-external distinction to refer to expectations about control over 
reinforcements. An individual is described as having an internal locus of control if they 
expect behaviours and reinforcements to be reliably related. Bandura (1977) added that 
expectations of competence are also necessary for internal control. Thus internal control 
does not distinguish between self-determined/autonomous and controlled behaviours as 
expectations of behaviour-outcome dependence and of competence promote intentional 
behaviour but not necessarily autonomous behaviour. Further, since the concept of locus 
of control was anchored to reinforcements it failed to consider intrinsically motivated 
behaviours, which require no reinforcements.
Studies regarding perceived control over outcome rather than locus of control over 
reinforcements include intrinsically motivated behaviours as well as reinforcement- 
dependent behaviours. However, these studies also fail to address whether the initiation 
and regulation of behaviours is autonomous or controlled as both autonomous and 
controlled behaviours can involve internal perceived control of outcomes (Deci and Ryan, 
1987).
Given the suggested centrality of the issue of control in the development and maintenance 
of anorexia the implication of one’s capacity to be autonomous and one’s vulnerability to
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being controlled is vital. Intentional behaviour can be regulated in two different ways: It 
can be flexibly and choicefully self-regulated or it can be controlled. Locus of control 
scales as the central measure of personal control in anorexia have possibly failed to fully 
account for the complexity of the construct and the subtlety of meaning it might have for 
the anorexic. Anorexic patient’s locus of control scores may reflect whether their 
behaviour is perceived to be intentional rather than measuring their sense of effectiveness. 
An anorexic’s high internal locus of control score may be more a reflection of 
intentionality than her sense of personal control or her sense of effectiveness in 
influencing her environment.
Further, research has been unable to distinguish whether intemality is a by-product of 
anorexia or if internal control expectancies of reinforcement are a general characteristic of 
those vulnerable to the disorder. The anorexics’ symptomatic behaviour might serve to 
affirm the effectiveness of efforts at controlling reinforcements peculiarly important to 
her. The “displaced reactance” and “secondary control” function of her symptoms, where 
unsuccessful attempts to restore perceived loss of control in one domain are compensated 
for by the exertion of control in another domain, to substitute for lack of control in other 
areas of the individuals life, promotes the development of internal control beliefs.
Internal locus of control has been associated with denial of weight loss (Hood et al, 1982) 
suggesting the efficacy of the symptoms in providing a sense of well being, in defending 
against the distress of lacking control. The anorexic feels in control and is able to achieve 
the intended outcome of weight loss/control over food. However this is not an 
autonomous behaviour but one that is rigidly driven by compulsion. But since personal 
adequacy is measured in terms of the suppression of weight gain it may be reasoned that 
symptomatic behaviour affirms the effectiveness of efforts at controlling reinforcements 
peculiarly important to the anorexic. In this sense the phenomenologic and adaptive 
aspects of the anorectic process may directly promote the development of internal control 
beliefs. Thus intemality, as measured on LOG scales is a by-product of anorexia, of her 
attempt at obtaining a compensatory control.
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Although higher intemality might normally be associated with greater health in a normal 
population, for the anorexic it may be that on the whole anorexics possess highly internal 
control expectancies but that their broader pattern of causal attributions is maladaptively 
rigid and undifferentiated. They may be unable to acknowledge or to discriminate 
between factors that are realistically beyond their personal control and those which are 
not.
Conclusion
Theoretical and clinical descriptions of anorexia have asserted that central to the 
development and maintenance of this disorder is the attempt by the anorexic to obtain 
control over her internal and external worlds. The anorexic’s lack of personal control 
within her family and within a wider social system and her use of control over food and 
her body to compensate for this have been a focus of theoretical exploration. In contrast to 
these theoretical assertions locus of control scales, as the central measures of personal 
control utilised in the identified studies, have not behaved consistently with eating 
disorder subjects and do not conclusively support theoretical descriptions.
Such inconsistencies may at first raise concern that the construct of control is perhaps not 
central to our understanding of anorexia. However, it is possible that these limited scales 
utilised in the research, do not allow the constmct of personal control to be 
operationalised in diverse ways in order to clarify the specific meanings of ineffectiveness 
in anorexia. Locus of control scales appear to be measuring a very particular aspect of 
control and not necessarily the perception that one is able to engage in autonomously 
directed and effective behaviour. It is not necessarily a measure of the anorexic’s ability to 
directly affect things around her, to control her internal and external world. The tendency 
of more recent research in the area of locus of control toward the use of more specific 
control belief scales continues to fail to address these issues.
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Finally, the unique anorexic experience appears to have been confused by the inclusion of 
other eating disorder groups or lack of clear diagnostic procedures in research studies to 
date. Future research needs to focus more precisely on anorexics as a distinct group, in 
order to understand their particular relationship to the construct of control.
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THE USE OF MOTIVATIONAL ENHANCEMENT THERAPY IN THE 
TREATMENT OF EATING DISORDERS
Difficulties in treating patients with eating disorders are well documented (Bruch, 1973; 
Alexander and Lumsden, 1994; Vitousek et al, 1998). In particular, these patients are 
known for their marked absence of motivation to engage in treatment (Bruch, 1973). They 
are notoriously ambivalent about change and their motivation for change, even if present 
initially, fluctuates markedly over the course of treatment. For the few eating disorder 
patients who embark on treatment programmes, fewer than half have been found to 
actually complete all recommended phases (Steiner et al, 1990).
Eating disorder patients are known to deny, deceive and rationalise to protect their 
symptomatology and avoid change (Crisp, 1980; Gamer et al, 1982; Treasure et al, 1995). 
For these poorly motivated clients denial appears to be a central aspect of their 
ambivalence towards treatment (Vitousek et al, 1998). Since eating disorders were first 
documented historical descriptions have noted denial as a central aspect of the disorder 
(Lasegue, 1873). For these clients denial may take a number of forms including refusal to 
acknowledge illness, thinness, hunger, fatigue, fear of weight gain or even distress 
(Vitousek et al, 1991). If denial proves ineffective in warding off intervention these 
patients are known to actively subvert therapy (Goldner, 1989).
The Psychological Foundations of Resistance to Change
For both bulimic and anorexic patients this resistance to change is possibly a result of the 
adaptive function their disorders serve. For the anorexic in particular, whose disorder is 
egosyntonic in that her symptoms and associated feelings are consistent with her ego and 
feel acceptable to her consciousness, to give up her anorexic symptoms would be to give 
up her strategy for coping with day to day problems of existence.
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Anorexia is recognised to protect the individual from developmental pressures for 
independence, maturity and sexuality (Crisp, 1980; Dare and Crowther, 1995a). The 
anorexic symptoms allow the individual a sense of control and autonomy (Bruch, 1978; 
Bemis, 1983; Williams et al, 1993) and serve an organising function for individuals who 
value predictability (Crisp, 1980; Gamer and Bemis, 1982). The symptoms of eating 
disorders provide strategies for dealing with emotions, interpersonal conflict and act as a 
problem-solving device (Heatherton and Baumeister, 1991; Johnson et al, 1992). Eating 
disorders are reported to allow these individuals to negotiate difficulties they experience 
within their family systems (Minuchin et al, 1978, Dare et al, 1994) and within the 
broader social context (Orbach, 1986).
For these individuals, their disorder provides a successful psychophysical solution to 
fundamental problems of existence and thus the motivation to change is not only 
frequently absent but possibly irrelevant (MacLeod, 1982). It has been suggested (Bruch, 
1973) that these patients resist treatment as they feel that in their control over body shape 
and weight they have found the perfect solution to their deep-seated difficulties - they feel 
little concern for their skeleton like appearance, on the contrary they view it as an 
accomplishment and actively maintain it. Even in the case of those eating disorder 
individuals who volunteer for treatment, they are typically seeking relief from food 
preoccupation, depression or anxiety rather than seeking to address their preoccupation 
with shape and weight or to achieve weight gain (Hall, 1982).
This lack of motivation for change on the part of the eating disorder patient creates 
frustration for clinicians working with these patients (Amdur et al, 1969; Schmidt et al, 
1995). The eating disorder patient’s defensive and defiant stance as she resists change can 
have a negative affect on the therapeutic relationship, frequently eliciting punitive 
treatments and intense emotional reactions from clinicians (Gamer, 1985; Hamburg and 
Herzog, 1990). In such circumstances the desire to confront the patient and take an 
authoritarian stance is often overwhelming for clinicians. However studies which have
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explored the process of change in therapy have found that confrontation often leads to 
increased resistance (Miller and Sanchez, 1994).
Frequent references in the literature regarding the similarity between eating disorder and 
substance abuse patients with regard to lack of motivation for change have been noted 
(Schachter, 1982; Vitousek et al, 1998). In the light of the above, clinicians have recently 
applied motivational enhancement therapy (MET) to the treatment of eating disorders 
(Treasure and Ward, 1997; Treasure and Schmidt, 1997). MET is well established in the 
field of addictions where the understanding and management of ambivalence is a central 
aspect of treatment (Miller and Rollnick, 1991).
The Trans-Theoretical Model of Change
Motivational enhancement therapy is grounded in a theoretical model of change which 
describes how people change problematic behaviours whether or not in the presence of 
formal treatment (Prochaska and DiClemente, 1992). The trans-theoretical model of 
change was originally developed to account for self-change in smoking (Prochaska, 1979) 
and has been successfully applied to a wide range of other areas, most notably to other 
addictive behaviours (Miller et al, 1993).
The model views change as occurring along three integrative dimensions, “stage”, 
“process” and “level” (Prochaska and DiClemente, 1992). The “stages” include, 
precontemplation, contemplation, preparation, action and maintenance and describe the 
temporal and motivational aspects of change (Prochaska et al, 1994). Individuals are seen 
to move through these stages as they progress in modifying problem behaviours. With 
each stage certain processes are used in order to achieve change. Five processes were 
originally described by Prochaska (1979) and these were later expanded to ten (Prochaska 
and DiClemente, 1992). These different covert and overt activities and experiences are 
engaged in by the individual at different stages of change (Prochaska and DiClemente, 
1983; DiClemente et al, 1991; Ahijevych and Wewers, 1992). “Level” as a dimension has 
lost prominence as the model has developed, but originally described distinct but
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interrelated levels of psychological problems in which change could occur (Prochaska and 
DiClemente, 1992).
The trans-theoretical model of change has in recent years been applied to eating disorders 
(Stanton et al, 1986; Ward et al, 1996; Blake et al, 1997) in an attempt to understand more 
fully the complexity of the nature of change for this patient group.
The trans-theoretical model of change was initially applied to a group of 29 former 
bulimic subjects (Stanton et al, 1986). For this self-change group helping relationships, 
self-liberation and counterconditioning were important processes of change. It was 
concluded that this model, as previously with smokers, held promise for the 
understanding of change in bulimia.
The above study was later replicated (Ward et al,1996) examining the stages and 
processes of change in eating disorder subjects requiring in-patient care and thus, in 
contrast, at the severe end of the spectrum. Highest scores were found in contemplation 
stage and lowest scores in the precontemplation stage. With regard to processes used to 
achieve change self-evaluation, helping relationships and consciousness raising were the 
most frequently used processes. As expected different processes were found to 
predominate at different stages.
Finally, the trans-theoretical model of change was examined in 51 anorexic and 58 
bulimic patients. (Blake et al, 1997). Anorexic and bulimic patients were clearly found to 
be in different stages of change when assessed as they presented for treatment. Of the 
bulimic patients 80% were in a stage of action compared to only half of the anorexic 
patients. Findings suggested that the majority of patients with anorexia nervosa are in 
precontemplation and contemplation where as those with bulimia nervosa are in the 
contemplation or action stage. A shift in decisional balance between the stages of change 
was noted. There was an increase in the pros of change from precontemplation to action
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as expected, although less shift in the cons between stages was reported. Few processes 
were found to be used in precontemplation. The process of self re-evaluation was 
increased in contemplation while self-liberation was increased in the stage of action.
The above studies appear to contribute to our understanding of the process of change in 
eating disorder patients. The trans-theoretical model appears to confirm the notion of 
anorexia as an egosyntonic pursuit of symptoms. In western culture most people are 
reluctant to give up their weight control, but for anorexic individuals this reluctance is 
very strongly held. It is suggested that the more successful a patient’s weight control 
strategies, the less willing they will be to give them up given the adaptive functions they 
serve. Further, if eating disorder patients are ranked on the levels'of success of their 
weight controlling strategies we might find this to be correlated with their stage of 
change. Thus the anorexic who is successfully controlling those aspects of her life which 
she experiences as overwhelming, by controlling her weight, is least likely to be willing to 
change. While for bulimic patients, for whom lapses in control are frequent and the 
distress their disorder causes them is greatly felt, motivation to change is greater and is 
reflected in their contemplation and action positions regarding the stages of change. This 
assertion appears to be confirmed by the findings of the above studies where the majority 
of patients with anorexia nervosa were found to be in the stages of precontemplation and 
contemplation while bulimic patients were largely in the contemplation or action stages.
Although it appears that this model might be useful in terms of understanding and treating 
this notoriously ambivalent group of patients, more definitive studies are yet to be carried 
out. A notable limitation of the above studies are the small sample sizes involved in each 
of them and that no longitudinal or follow up studies have been conducted in the area. In 
some cases data has been collected retrospectively from volunteer groups (Stanton et al,
1986). Further, given the tendency of eating disorder individuals to deny their illness 
(Vitousek et al, 1998) it is possible that many eating disorder subjects would not have 
been identified in this study. Thus the more severe and less motivated subjects are 
assumed to display greater denial of their illness and thus may not have been fully
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accounted for in such samples. In fact it is possible that an absence of denial/confirmed 
by their engaging in the study, in itself might suggest progress with regard to motivation 
for change.
Other studies have made use of samples drawn from specialist services. In such samples 
comorbidity is usually high and depression for example, as in other disorders tends to 
induce pessimism about the possibility for change. Thus lack of motivation for change 
might be a reflection of depression and demoralisation rather than the particular clinical 
characteristics of eating disorders.
Alternatively, patients attending tertiary, specialist care services usually have a longer 
duration of illness. Length of illness has not always been accounted for in studies 
regarding the application of the trans-theoretical model of change to eating disorder 
subjects. While findings suggest that the majority of patients with anorexia nervosa are in 
precontemplation and contemplation where as those with bulimia nervosa are in the 
contemplation or action stage, discrepancies in duration of illness have not been 
accounted for. For example, anorexics who have a shorter duration of illness (mean, 8 
years) have been compared with bulimic individuals who had a longer duration of illness 
(mean, 13.8 years) (Blake et al, 1977). It is well known that elements which contribute to 
resistance to change and which serve to maintain symptoms, change over the course of 
time (Gamer and Bemis, 1985). Although a sense of euphoria is evident in early stages of 
the disorder (MacLeod, 1982) with longer duration of illness this often subsides as the 
symptoms frequently become less effective in managing difficulties and the resulting 
stress patients encounter might thus increase motivation for change. This somewhat 
counter intuitive finding that those who have a longer history of eating disorder do better 
regarding outcome has also been found in pharmacological treatment studies (e.g. Walsh 
et al, 1991). This suggests that over time the eating disorder symptoms are perhaps no 
longer effective in their adaptive function, and so the likelihood of these patients moving 
toward the contemplation or even action stages of change may increase.
Motivational Enhancement Therapy
Given the apparent usefulness of the trans-theoretical model in the understanding of 
eating disorders, the importance of matching therapeutic intervention to the client’s stage 
of change is highlighted. A lack of congruity between the intervention promoted by the 
therapist and the stage of change of the client has been recognised to increase resistance 
further (Rollnick et al, 1993). In eating disorders for example, providing information or a 
behavioural programme regarding weight gain when a client is still contemplating 
whether or not she wishes to engage in treatment could be seen to increase resistance 
further. MET has been successful in the field of substance abuse in addressing where the 
patient is on the cycle of change and assisting them in moving through the successive 
stages toward sustained change (Miller and Rollnick, 1991). Similarly it has been 
suggested that MET might be effective in the treatment of eating disorders (Treasure and 
Schmidt, 1997; Treasure and Ward, 1997).
MET builds on the findings of process research, which identified five effective elements 
in brief interventions. These include provision of feedback of personal risk or impairment; 
emphasis on personal responsibility for change; clear advice to change; a menu of 
alternative change options; therapist empathy and finally the facilitation of client self- 
efficacy (Miller and Sanchez, 1994). The therapist is encouraged to adopt a directive, 
client centred counselling style which aims to explore and resolve ambivalence about 
behaviour change. Direct confrontation and conflict is discouraged, instead the aim is to 
achieve a collaborative therapeutic relationship (Miller et al, 1993). Motivation to change 
is enhanced through a negotiation method in which the client rather than therapist, 
articulates the costs and benefits involved in change (Treasure and Ward, 1997).
Despite its apparent usefulness it could be argued that Motivational Interviewing offers 
nothing new over existing well established interventions. The principles of cognitive 
dissonance have, for example, been mapped onto the principles, nature and techniques of 
Motivational Interviewing showing how they underlie each one (Draycott and Dabbs, 
1998). Further, the role of psychoeducation for the purpose of fostering attitudinal and
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behavioural change has also been previously demonstrated to be effective in the treatment 
of eating disorders (Davis et al, 1990). It is frequently used as an initial component of 
cognitive-behavioural treatment (Fairbum and Cooper, 1989) and is reported to bring 
about clinically significant change in the treatment of bulimia nervosa (Davis et al, 1990).
It could also be argued that MET is merely an adaption of Cognitive Behaviour Therapy 
and as such adds nothing new to these interventions. A closer analysis however, identifies 
a number of fundamental differences. For example while Cognitive Behaviour therapy 
assumes the patient is motivated for therapy, MET is specifically concerned with building 
client motivation. Secondly, while Cognitive Behaviour Therapy prescribes specific 
coping strategies (Fairbum, 1995) MET attempts to elicit change strategies from the 
client. Although both models assume that responsibility for change lies with the client, 
MET views this as central to all therapeutic interventions, while Cognitive Behaviour 
Therapy teaches coping behaviour through instruction, modelling, directed practice and 
feedback (Fairbum and Cooper, 1989).
Finally it is interesting to consider if in fact MET increases motivation for change any 
more effectively than routine therapeutic alliance. The importance of the therapeutic 
alliance has been noted in the treatment of eating disorders (Sargent, 1992). The 
importance of understanding the individual’s experience of their disorder and conveying 
empathy has long been offered as a tool in the process of engaging patients and enhancing 
their motivation (Bruch, 1973; Maine, 1985; Treasure et al, 1995; Vitousek et al, 1998).
The Distinction Between Anorexia and Bulimia Regarding the 
Use of MET
Studies have highlighted a number of differences in motivation to change between 
anorexic and bulimic patients. Although these patient groups share many similarities a 
number of fundamental differences also exist which could be seen to impact on the 
usefulness of MET for these groups.
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With the advent of DSM MR (APA, 1987) anorexia and bulimia were identified as two 
related but independent disorders. Although sharing a fear of becoming fat, a reliance on 
weight and shape for self-evaluation, a fear of loss of control and a compulsion to engage 
in behaviours aimed at weight control (APA, 1994) a number of distinctions are also 
evident. Unlike anorexia where the features of the disorder are egosyntonic, bulimic 
individuals are typically distressed by their disorder and want to overcome it (Hamburg et 
al, 1989). While the anorexic appears successful in achieving the highly desired state of 
thinness, the bulimic experiences lapses in control over food and weight. Bingeing and 
vomiting results in feelings of guilt and shame and rather than viewing their symptoms as 
accomplishments they experience them as distressing. All of these factors could be seen 
to increase the bulimic individual’s motivation to change and to engage in treatment 
(Vitousek et al, 1998). In support of this idea, studies have suggested that individuals 
displaying bulimic symptoms are more likely to engage in and profit from treatment than 
restrictors (Herzog et al, 1996). It is possible that the issue of motivation and thus the 
usefulness of MET is less relevant in this eating disorder group.
However, other studies have found no difference with regard to resistance to treatment 
between the two groups (Strober, 1981). It could be argued that, on the whole, the cycle of 
bingeing and purging possesses a variety of positively and negatively reinforcing 
properties that bulimics are reluctant to lose (Hall, 1982; Heatherton and Baumeister, 
1991) and may leave them ambivalent about the process of change.
Further, despite the assumption that bulimics might initially be more motivated to change 
this client group are typically seeking relief from distressing behaviours, food 
preoccupation, depression or anxiety rather than seeking weight gain (Hall, 1982). Their 
motivation is frequently seen to subside when they are told they will have to give up 
dieting or their desire for low weight status if they are to gain control over the behaviours 
they do find distressing (Gamer, 1986). The issue of motivation for this client group, even
if not immediately apparent, is thus perhaps still relevant but possibly at different times 
over the course of treatment. Bulimic patients even if initially more motivated and easier 
to engage might require input with regard to MET at later stages in treatment when weight 
and diet are more actively challenged.
Limitations in the use of MET with eating disorders
A number of the limitations identified in the application of MET to the treatment of eating 
disorders possibly stem from the fact that it was developed for use in the treatment of 
addictions. Although at face value the two areas of psychopathology appear to have much 
in common a number of fundamental differences make the simple transfer of the model 
from one domain to the other problematic.
For example, central in the use of MET is the notion of personal choice on the part of the 
client. In many circumstances this is difficult to apply to eating disorder individuals. It is 
difficult to introduce the notion of choice to patients of dangerously low weight or to a 
patient group where reliance on the Mental Health Act is occasionally necessary to restore 
weight. Treatment refusal raises a dilemma in that while MET emphasises free choice, 
clinical evidence highlights the seriousness of non-intervention in a disorder which has 
the potential for chronic morbidity and significant mortality (Goldner, 1989).
A further consideration is that the affects of starvation might be seen to make the 
application of MET to an eating disorder client group problematic. The impact of 
starvation on thinking and emotional responses is known to impair the eating disorder 
patient’s capacity for rational thought (Gamer et al, 1985) and to distort their ability to 
make treatment decisions (Dresser, 1984). MET emphasises the need for a rational, 
problem solving approach on the part of the patient, to reflect on and weigh up the pros 
and cons of their symptoms and behaviour. Starvation makes it difficult for low weight 
patients to appraise their condition rationally or shift set to other patterns of thought or 
behaviour (Treasure and Szmukler, 1995). Further, MET is frequently introduced at the
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initial stages of treatment when weight is usually at its lowest, for the very low weight 
client group the introduction of MET is perhaps only suitable later in treatment following 
weight restoration.
The importance of addressing the system in which the eating disorder individual finds 
herself is also central with regard to the treatment of eating disorders, but not addressed in 
MET. Difficulties within the family system can act as triggers, antecedents of maintaining 
factors in the development of the disorder (Palazzoli et al, 1989). It is suggested that no 
amount of work with a client will bring about change if the system in which she lives does 
not share her motivation to change. It is possible that even a family actively pursuing 
treatment for their daughter may be unaware of their need to have a sick family member. 
Recovery for eating disorder patients may produce changes within a rigid enmeshed 
family system that they are ill equipped to handle. Although MET has been used as an 
individual therapeutic model it might be interesting to consider its role in the treatment of 
families or couples. It is possible that MET might be appropriate in assisting the family to 
change in parallel with the changes the eating disorder patient undertakes.
One of the active ingredients of motivational interviewing is providing feedback of 
personal risk or impairment. A central area of risk or impairment identified in providing 
feedback in the area of eating disorders are the effects of starvation on sexual 
development. Given the view of anorexia in particular, as a retreat from sexuality (Crisp,
1980) this might not be an effective strategy in increasing motivation. Since the pre­
pubertal psychological stance these patients are able to adopt allows them to avoid the 
development of sexuality and the difficulty of establishing mature relationships they may 
have difficulty in viewing the restoration of their sexual development as a motivating 
factor.
A further limitation in the application of MET to this patient group arises from the 
marked lack of meaningful social relationships in their lives (Schmidt et al, 1995). The
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impact of patients’ behaviour and risk of losing significant relationships are areas 
frequently identified in the use of MET in addiction services. For the eating disorder 
client group where significant social impairment exists the utilisation of social 
relationships for leverage in motivational interviewing is thus limited.
The emphasis on eliciting natural problem solving processes from the client is perhaps 
also difficult in the case of anorexic patients. Their hypothesised retreat from adulthood 
(Crisp, 1980; Dare and Crowther, 1995) frequently means these patients lack many of the 
cognitive or problem solving skills their peers have acquired (Soukup et al, 1990). 
However, in light of this, the emphasis on encouraging self-efficacy within MET is 
particularly valuable with this client group who even if desiring change frequently do not 
feel able to achieve it given the absence of opportunity for learning skills. For a client 
group who have experienced little opportunity for the development of autonomy within 
family backgrounds where dependence and avoidance of autonomy are encouraged 
(Minuchin et al, 1978; Palazolli et al, 1989, Dare et al, 1994) the development of 
autonomy and self-efficacy is vital.
The characteristic tendency of eating disorder patients to please others is possibly another 
stumbling block in the application of MET to this client group. Eating disorder 
individuals will frequently appear to consent to treatment, seemingly compliant or even 
eager, while secretly remaining ambivalent to change or even actively subverting therapy 
(Bruch, 1978; Goldner, 1989). Thus in contrast to the addiction client group, levels of 
motivation might be more difficult to assess in eating disorder clients.
Not only is motivation more difficult to assess, but it is possibly more difficult to nurture 
within the therapeutic environment. While drug or alcohol abusers might deny the label of 
alcoholism they seldom suggest that alcoholism itself is virtuous (Vitousek et al, 1998). In 
contrast anorexics in particular, frequently take pride in their disorder, viewing it as an 
achievement (Macleod, 1982). This egosyntonic pursuit of symptoms sharply
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distinguishes anorexics from drug or alcohol abusers and markedly hinders their 
motivation for change.
The above limitations appear to highlight a central limitation in the application of MET to 
the treatment of eating disorders. MET and the trans-theoretical model of change place 
much emphasis on overt cognitions and behaviours. In so doing these models can be seen 
to fail to address the covert, unconscious mechanisms which drive eating disorders. The 
application of MET to the treatment of eating disorders will need to place greater 
emphasis on the particular meaning the symptoms have for these patients if it is to be 
effective in increasing motivation for treatment and change (Dare and Crowther, 1995b).
Finally, MET has been introduced in the addiction disorders as a brief and comprehensive 
treatment intervention (Miller and Rollnick, 1991). Four sessions of MET have been 
found to be effective in the treatment of addictions (Project Match Research Group,
1997). Similarly, the temptation might be to adopt this brief and apparently effective 
treatment model in place of longer term treatments being used at present in the treatment 
of eating disorders. However, discarding well established and well researched treatments 
in eating disorders would be hasty. Eating disorders have a complex aetiology and 
frequently cannot be addressed through brief therapeutic interventions. It is thus suggested 
that rather than viewing MET in isolation it might be more useful to include it as a vital 
aspect of already existing treatment programmes. It is possibly more suitable as a set of 
strategies that can be drawn on over the course of treatment to address the recurring 
difficulty of ambivalence to change. The style and strategies introduced through MET 
might be more useful implemented within a broader context designed to address and 
manage all the complex problems eating disorder patients present with.
As recognised within the field of addictions, change is likely to occur in a spiral rather 
than a linear pattern, with patients advancing and retreating over the course of treatment 
(Prochaska et al, 1992). Since eating disorder patients frequently present not only with
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difficulties regarding weight and food but also other impulsive behaviours such as 
stealing, substance abuse and self harm MET might be useful in systematically addressing 
a wide range of problems patients present with.
Conclusion
Further research and clinical trials are needed to assess the usefulness of MET in the 
treatment of eating disorders. Future investigations are needed to establish the usefulness 
of MET with different eating disorder groups at different stages in the treatment process 
and if, in fact, MET increases motivation for change any more effectively than routine 
therapeutic alliance. The application of MET to the treatment of eating disorder clients 
appears to be in its early stages and a number of difficulties can be identified as a result of 
the simple shifting of this treatment model from one client group to another without 
detailed consideration of the physical and psychological complexities of eating disorders.
In summation although clearly useful in our understanding of this notoriously ambivalent 
client group, MET is possibly not able, in isolation, to fully address the complex, physical 
and psychological processes involved in this disorder. In the case of anorexic patients in 
particular MET should not be viewed as a panacea, but as a useful treatment strategy that 
can be incorporated into already existing, well researched treatment interventions.
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ABSTRACT
This prospective study attempted to explore the relationship between obsessive- 
compulsive personality traits and postnatal depressive symptomatology. The study 
attempted to recruit all women between 26 and 36 weeks pregnant attending two South 
London surgeries. Participants completed a postal questionnaire which consisted of an 
abbreviated version of the Schedule for Nonadaptive and Adaptive Personality (Clark et 
al, 1993), the Leverton Questionnaire (Elliott, 1989; Leverton and Elliott, 1989) and the 
Crown-Crisp Experiential Index (Crown and Crisp, 1979). At 8 to 12 weeks postpartum 
participants were asked to complete the Edinburgh Postnatal Depression Scale when 
attending the surgeries for their postnatal visit. Of the 106 possible participants identified, 
62 completed both antenatal and postnatal questionnaires. The obsessive-compulsive 
personality trait restricted expression of affect was found to increase the probability of 
experiencing depressive symptomatology after childbirth. The Leverton Questionnaire 
was found to successfully identify those women possibly more vulnerable to the 
development of postnatal depressive symptoms. In particular, scores reflecting a poor 
marital/partner relationship, were found to be significantly associated with postnatal 
depressive symptoms. The presence of anxiety, depression and somatic symptoms, as 
measured antenatally on the CCEI subscales were also found to be significantly 
associated with postnatal depressive symptoms. Finally, a failure to respond to the 
antenatal questionnaire was also associated with higher EPDS scores. It was concluded 
that measures administered during pregnancy could be used to distinguish likely 
outcomes at follow-up.
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1. INTRODUCTION
Concerning rates of non-psychotic depression in women following childbirth have 
consistently been reported (Kumar and Robson, 1984; O’Hara et al, 1984; Hearn et al, 
1998). Postnatal depression causes considerable distress at this critical time in a woman’s 
life when most people would expect to be happy. It may impede her ability for successful 
adaption to parenthood and have profound effects on her long-term mental health 
(Bagedahl-Strindlund, 1997), her relationship with her partner (Holden, 1991), family 
(Pound and Mills, 1985), and her newborn child. There is increasing evidence that 
postnatal depression affects the quality of the mother-child relationship, with children of 
depressed mothers being more likely to have behavioural problems and cognitive 
difficulties (Stein et al, 1991; Sharp et al, 1995).
Such evidence provides strong motivation for the early identification of vulnerable 
women. Attempts to establish preventative interventions in the development of postnatal 
depressive symptoms highlight the need for an increase in understanding of the many and 
varied factors believed to contribute to the development of the phenomenon.
The onset of depression in general has been clearly linked to the presence of stressful life 
events (Brown and Harris, 1978; Richman and Flahert, 1985; Champion and Power,
1995). Childbirth and new motherhood are recognised stressors which may render women 
vulnerable to the development of depressive symptomatology (O’Hara et al, 1990). 
Although stressful life events have been linked to the onset of psychiatric disorders, 
external factors such as social support and internal factors such as personality have been 
shown to buffer or increase the individual’s vulnerability to depression during these 
stressful periods (Richman and Flaherty, 1985).
It is often suggested that certain personality traits increase vulnerability to depression.
Obsessive-compulsive personality traits have been highlighted in this regard. An 
obsessional or perfectionist personality has been associated with depression (Kendell and 
DiScipio,1970). In the case of postnatal depression, it has been suggested that obsessional 
women could easily become overwhelmed when having to cope with the demands of a 
new baby (Boyce, 1994). Babies tend not to keep routines and are messy - such 
behaviours could be stressful to a less flexible, perfectionist, obsessional woman.
Pregnancy and childbirth are stressful events in themselves and as such may be associated 
with the onset of depression (Holmes and Rahe, 1967). The presence of a secure marital 
relationship and social support, of a close relationship with someone in whom to confide 
have been identified factors which assist the individual in coping with stress, acting as a 
buffer against the onset of a depressive illness (Terry et al, 1996). However, certain 
personality variables, in particular obsessive-compulsive personality traits which are 
characterised by marked mental and interpersonal control, may hinder a new mother’s 
ability to make use of appropriate support.
Similarly a past psychiatric history (Bemazzani et al. 1997), in particular a previous 
history of postnatal depression (O’Hara and Swain, 1996), may render certain women 
vulnerable to postnatal depression and hinder their ability to utilise the protective support 
systems available to them (Elliott et al, 1999).
This study attempts to explore the relationship between obsessive-compulsive personality 
traits and postnatal depressive symptoms, while addressing the multiple influences of 
psychological and environmental factors on postpartum mood. In this way the study 
attempts to explore the relative contributions of internal and external resources in 
protecting women from or increasing vulnerability to the development of postnatal 
depressive symptomatology.
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1.1. Postnatal Mental Illness and Classification Dilemmas
Much controversy about the optimum classification of postnatal mental illness exists. 
Until recently puerperal mental disorders were not recognised as a separate category.
Their exclusion from ICD-9 (World Health Organisation, 1978) and DSMIII-R 
(American Psychiatric Association, 1987) has possibly hampered aetiological and 
service-oriented research. The World Health Organisation’s most recent version of 
International Classification of Diseases, ICD-10 (World Health Organisation, 1992), has 
however allowed for the categorisation of mental disorders as puerperal if they cannot 
otherwise be classified. In DSM-IV (American Psychiatric Association, 1994) a 
postpartum onset can be included as a modifier of major depression.
Despite this lack of formal classification, postnatal depression is a diagnostic term 
regarded by most women as useful (Cox and Holden, 1994) and it remains of continued 
interest to researchers as evidenced in the volume of studies produced in the area. Three 
types of puerperal mental illness have been described and, although there exists some 
overlap of signs and symptoms, they are defined as follows:
Postpartum Blues: This is the mildest form of mood disturbance that is reliably observed 
after childbirth. Its onset is usually in the first 2 weeks postpartum and can occur in up to 
50% of new mothers (Cox et al, 1982). Typical symptoms include dysphoria, mood 
lability, crying, anxiety, insomnia, poor appetite and irritability (Cox, 1986; Lee, 1997). 
“The blues” are frequently viewed as a specific consequence of childbirth resulting from 
the large hormonal readjustments occurring at this time (Stein, 1982). Postpartum blues 
may persist for a few hours to several days, but are confined to the first 10 days 
postpartum and although usually self-limiting may merge into a more prolonged 
depressive illness (Pritchard and Harris, 1996).
Postnatal Depression: A diagnosis of postnatal depression is usually restricted to 
mothers with a nonpsychotic depressive illness (Cox, 1986). It is distinguished from
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postnatal blues by its greater severity and its longer duration. The disorder typically 
starts within 3 to 4 weeks postpartum but might not reach clinical levels of morbidity 
until much later in the postpartum months (Holden, 1994). Typical symptoms are similar 
to those found in a major depressive illness occurring at any time - including sadness and 
difficulty coping with daily tasks, excessive anxiety about the baby and somatic 
symptoms such as headaches or palpitations (Cox, 1986).
It has been suggested that many cases postnatal depression do not reach the threshold of 
referral and so frequently remains hidden at home (Kumar, 1982). Thus, although 
diagnostic categories which allow people to be categorised as depressed or not are useful, 
they do exclude the vast range of experience which is covered by women who are not 
clinically depressed (Green, 1998). The exploration of the full range of maternal mood 
has significance for clinicians working in primary care settings in particular, where the 
importance of addressing and responding to sub-clinical depression is recognised.
Puerperal Psychosis: This is the least common of the puerperal disorders and typically 
occurs within 2 weeks postpartum. Puerperal psychosis is diagnosed in women who meet 
diagnostic criteria for mania, schizoaffective mania, schizophrenia or undiagnosed 
functional psychosis within two weeks of childbirth (Pritchard and Harris, 1996).
1.2. Incidence and Prevalence
In general, studies have found that 9 -13% of women have a depressive disorder 3-6 
months postpartum (Paykel et al 1980; Cox 1983; Kumar and Robson 1984; O’Hara et al 
1990; O’Hara and Swain, 1996), although some studies have identified prevalenve rates 
as high as 17% (Kumar and Robson, 1984).
The prevalence of postnatal depression appears to differ depending on the population 
studied and the manner and time at which depression is measured. Studies using self- 
report questionnaires have reported the rate of mild to severe depressive symptoms to be
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13% (Manley et al, 1982) using the Beck Depression Inventory (Beck et al, 1961); and 
22% (Hayworth et al, 1980) using the Zung Depression Scale (Zung, 1965). Similar 
variability exists between studies using standardised interview methods of assessment. 
O’Hara et al (1984) found a prevalence rate of 12% for depression at 2 months 
postpartum using an adapted version of the Schedule for Affective Disorders and 
Schizophrenia (Endicott and Spitzer, 1978). Kumar and Robson (1984) found a 
prevalence rate of 17% for depression 3 months postnatally using the Standardised 
Psychiatric Interview (Goldberg et al, 1970). A prevalence of 14% has been suggested 
when using self report measures of postnatal depression while 12% is suggested when 
using diagnostic interviews (O’Hara and Swain, 1996).
More recently the prevalence of postnatal depression was found to be 11.8% using the 
Edinburgh Postnatal Depression Scale (Cox et al, 1987) in a community sample at 6 to 8 
weeks postnatal (Warner et al, 1996).
1.3. Aetiology
A variety of potential risk factors in the aetiology of postnatal depression have been 
studied. In contrast to puerperal psychosis and postnatal blues where biological factors 
are viewed as central to the issue of causation (Cox, 1986; Brockington and Cox-Roper, 
1988), the predominant causal factors of postnatal depression are believed to be 
psychosocial (Kumar, 1982; Beck, 1996).
1.3.1. Obstetric and Gynaecological Factors
Much work in this area has focussed on obstetrical complications and results are 
inconclusive. Several studies have found a significant positive relationship between 
obstetrical complications and postnatal depression (Kumar and Robson, 1984; Ballinger, 
1982). Others have found no increase in risk (Paykel et al, 1980; Cox et al, 1982; O’Hara 
et al, 1986). These differences may be due in part to the variety of ways in which 
obstetrical complications are defined in these studies. Definitions vary from level of birth
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technology involved in the delivery to complications such as toxaemia and anaemia. 
Although no direct relationship has been demonstrated between type of delivery and 
postnatal depression, emotional support and feeling in control during labour has been 
associated with postnatal emotional wellbeing (Niven, 1985; Kennell et al, 1991).
1.3.2. Biological Factors
Many researchers argue that postnatal depression shares characteristics fundamental to 
depression occurring at any other time and as such is due to biological factors linked to 
major depressive illness, namely, neurotransmitters and neurotransmitter precursors 
(Handley et al, 1980). Other researchers have been more concerned with the unique 
features of postnatal depression and the potential specific hormonal dysfunction possible 
at this time (Alder and Cox, 1983; Dalton, 1980). In general, studies have not produced 
conclusive findings. Despite the hormonal changes associated with the peripenium, no 
evidence that there are measurable differences in hormone levels between depressed and 
non-depressed mothers has been found (Cutrona, 1982). It is suggested that although 
postnatal mood disorders may be related to endocrine factors, biological changes should 
be seen as interacting with psychological and social factors (Harris, 1996). A small 
subgroup of women with postnatal depression has been identified as having suppressed 
thyroid function (Harris et al, 1992).
1.3.3. Psychiatric History
A previous family or personal psychiatric history could be attributed either to genetic 
vulnerability or family dynamics. Several investigators have suggested that many women 
who develop postnatal depression have a previous history of depression (O’Hara, 1986; 
Paykel, et al 1980). Women who have received treatment for a previous psychiatric 
disorder or reported previous personal psychiatric histories have been found to be more 
likely to experience postnatal depression or higher levels of postnatal depressive 
symptomatology (Watson et al, 1984; Bemazzani, 1997). However, other researchers 
have found no such relation between previous psychiatric difficulties and postnatal
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depression (Cox et al, 1982; Kumar and Robson, 1984).
Researchers have similarly identified a previous family history of psychiatric disorder in 
the aetiology of postnatal depression (O’Hara et al, 1984). Other researchers (Kumar and 
Robson, 1984) have again found no such association.
A previous history of postnatal depression has been identified as a vulnerability factor in 
the aetiology of postnatal depression (Uddenberg and Englesson, 1978; Wrate et al, 1985; 
O’Hara and Swain, 1996).
Anxiety and depressive symptoms during pregnancy have also been linked to postpartum 
depression (Jadresic et al, 1993; Beck, 1996). Anxiety during pregnancy has frequently 
been found to be associated with postnatal depression (Playfair and Gowers, 1981;
Watson et al, 1984; Green, 1998), although Pitt (1968) found no difference with regard to 
anxiety during pregnancy between postnatal depressed and non-depressed women.
1.3.4. Stressful Life Events
The role of stressful life events in the aetiology of depression has been recognised (Brown 
and Harris, 1978; Cadoret et al, 1972; Paykel, 1979). Any major life change brings about 
some degree of stress. Holmes and Rahes’ (1967) rating scale lists major life events in 
order of the degree of stress with which they are associated. Pregnancy and the arrival of 
a new family member are included in the first 20 of the 43 item scale. Further, birth and 
pregnancy are often accompanied by a number of other stressful life events such as the 
acquisition of a mortgage and change in home, changes in financial status, the woman 
giving up work, and possibly marriage. Brown (1979) described childbirth and the 
puerperium as uniquely stressful among normal expected life experiences.
Studies of the impact of concurrent stressful events during pregnancy have been 
conducted and have produced contradictory results. Some studies of postpartum
depression have found that women who experience high symptom levels have 
experienced more stressful life events during pregnancy and the early puerperium than 
have non-depressed women (O’Hara et al, 1982; Paykel et al, 1980; O’Hara and Swain, 
1996). The presence of stressful events not related to pregnancy have been associated 
with postnatal depression. In one study (Watson et al, 1984) researchers found that only 
three of the 30 women with postnatal depression in their sample had experienced no other 
stressful life event than birth. In contrast, other studies (Kumar and Robson, 1984; Pitt, 
1986) have found no link between additional stressful life events that women experience 
during pregnancy and the puerperium and postnatal depression.
The stress of having a difficult baby or a baby with neonatal complications has been 
associated with an increased risk for postnatal depression (Hopkins et al, 1986). However, 
in line with previous findings (Kumar and Robson, 1984) no association between other 
types of life events and postnatal depression was found.
Researchers are also aware of the effect of external coping resources such as social 
support systems that might mediate the effects of stressful life experiences. Interpersonal 
relationships in particular have been shown to buffer the effects of stress (Gore, 1978; 
Richman and Flaherty, 1985).
1.3.5. Marital/Relationship Factors
Relationship factors, in particular the marital relationship, have been implicated in the 
aetiology of postnatal depression. An association between poor marital relationships and 
postnatal depression has been identified (Paykel et al, 1980; Cox et al, 1982; Watson et al, 
1984; O’Hara, 1986; O’Hara and Swain, 1996). Further, some studies have been able to 
provide evidence that the poor marital relationship preceded the postpartum depression. 
Kumar and Robson (1984) found that women experiencing prenatal conflict were more at 
risk for postpartum depression. O’Hara (1986) found that women who reported less 
marital satisfaction during pregnancy had a greater likelihood of being diagnosed with
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postnatal depression. Similarly, Watson et al (1984), using semi-structured interviews 
during pregnancy, found that women experiencing a dysfunctional marital relationship 
were more likely to experience postnatal depression.
In women who were at risk of postnatal illness because they had histories of affective 
disorder those who were dissatisfied with their partners (Marks et al, 1992a) or whose 
partners were uncommunicative (Marks et al, 1992b) were found to be more likely to 
have a relapse after childbirth.
Further, it has been suggested that a marital relationship within which a woman feels she 
is appreciated by her partner and within which positive feelings between the couple exist, 
may protect the psychologically vulnerable woman from postnatal illness (Marks et al,
1996).
1.3.6. Social Support
The presence of social support by friends and relatives is thought to reduce the risk of 
postnatal depression. The lack of any close relationship or a confidant has been identified 
as a vulnerability factor associated with postnatal depression (Brown, 1992; Paykel et al, 
1980). Women with postnatal depression have been found to not only report their spouses 
to be deficient in terms of social support after the birth of the child, but also to perceive 
their confidants and parents to be less supportive (O’Hara, 1986). In general, several 
dimensions of perceived social support during pregnancy have been found to be 
predictive of postnatal depression (Cutrona, 1984). Symptoms of postnatal depression 
were predicted by lack of perceived support from members of women’s primary groups, 
identified as close relatives and friends, as well as other contacts such as work colleagues 
and casual friends, and lack of support in relation to becoming pregnant (Brugha et al
1998).
1.3.7. Mother’s Childhood Relationships
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The quality of women’s relationships with their own parents, including early separation 
from their parents, has been suggested as a predisposing factor in postnatal depression. 
The influence of maternal deprivation as a child in the mother has been identified as 
significant in the aetiology of postnatal depression (Frommer and O’Shea, 1973).
Findings suggest that women who have experienced separation during childhood have a 
higher incidence of postnatal depression. A relationship between maternal deprivation 
and a lack of a nurturing relationship as a child and later depression has also been 
recognised (Boyce et al 1991; Brown, 1992).
1.3.8. Background Factors
A range of demographic variables have been studied but have not shown a consistent 
association with postnatal depression. The relationship between postnatal depression and 
socio-economic status has been frequently explored, with some studies identifying a 
relationship between lower socio-economic status and postnatal depression (Feggetter and 
Gath, 1981; Playfair and Gowers, 1981; Bemazzani et al, 1997), while other studies have 
found no difference in prevalence of postnatal depression according to social class 
(Warner et al, 1996). Unemployment in the mother or head of the household has been 
associated with increase risk for postnatal depression (Warner etal, 1996). Similarly, 
while some studies have identified a significant relationship between levels of education 
and postnatal depression (O’Hara et al, 1984), others have not (Gotlib et al, 1989). With 
regard to marital status, some studies have found a significant relationship between 
marital status and postnatal depression (Feggetter and Gath, 1981; Kendell et al, 1987) in 
which being unmarried was associated with higher risk of postnatal depression while 
other studies have not (O’Hara and Swain, 1996). Age in its relation to postnatal 
depression has been frequently investigated with inconsistent results. Some studies have 
found that younger women are more at risk for the development of postnatal depression 
(Paykel et al, 1980; O’Hara et al, 1984). Other studies have found older primiparae to be
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more at risk (Kumar and Robson, 1984). Finally, with regard to parity, both higher 
parity (Playfair and Gowers, 1981) and lower parity (Bridge et al, 1985) have been 
associated with greater levels of postnatal depression.
1.3.9. Summary
Factors unique to the puerperium, such as obstetrical and hormonal factors, do not appear 
to display a strong association with postnatal depression. Those aetiological factors which 
have received most support are psychosocial in nature (Kumar, 1994). The perceived 
absence of social and marital support appear to be particularly significant causal factors in 
the development of postnatal depression. A number of studies have explored a range of 
psychological factors associated with postnatal depression - in particular the relationship 
between postnatal depression and personality factors. /
1.4. Personality and Postnatal Depression
It has been suggested that certain personality traits increase vulnerability to depression. 
These traits include dependency (Hirschfield et al, 1976; Birtchnell, 1984), orality 
(Chodoff, 1972), neuroticism (Coppen and Metcalfe, 1965, Hirschfield et al, 1989), a 
dysfunctional cognitive style (Abramson et al 1978) and obsessionality (Abraham, 1927; 
Kendell and DiScipo, 1970; Klein and Depue, 1985).
A number of vulnerable personality styles have been proposed in relation to postnatal 
depression. Neuroticism is one of the most widely studied personality traits. Neuroticism 
refers to a tendency to decompensate under stress, to be easily aroused and to overreact to 
stress (Boyce, 1994). Pitt (1968) first identified a relationship between postnatal 
depression and neuroticism. High levels of neuroticism were also found to predict 
postnatal depression by Watson et al (1984) and to some extent by Boyce etal (1990). 
Other studies (Kumar and Robson, 1984) do not, however, support this predictive 
relationship between neuroticism and postnatal depression.
92
A dysfunctional cognitive style has been identified as a vulnerable personality style for 
depression in general (Abrahamson et al, 1978). In the case of postnatal depression in 
particular, a dysfunctional attributional style has been found to predict postnatal 
depression in some instances (O’Hara et al, 1982; Cutrona, 1983) but not in others 
(O’Hara etal, 1984; Whiffen, 1988; Gotlib and Whiffen, 1991).
Another aspect of cognitive style which has received attention is the extent to which 
individuals perceive events and behaviour as under their control (Terry et al, 1996). 
Women with an external locus of control were found to be at risk of developing postnatal 
depression (Hayworth et al, 1980 and O’Hara et al, 1984). However, O’Hara et al (1982) 
found self-control to be associated with prepartum and not postnatal depression.
Interpersonal sensitivity, the constellation of traits concerned with a person’s sensitivity 
to the behaviour and feelings of others, has been associated with postnatal depression 
(Boyce and Parker, 1989). High interpersonal sensitivity, measured antenatally, was 
found to increase the risk of postnatal depression (Boyce et al, 1990).
Obsessive-compulsive personality has been linked with depression in general, and has 
been suggested as a possible vulnerability factor in the development of postnatal 
depression (Boyce, 1994).
1.5. Obsessive-Compulsive Personality
The recognition of obsessive-compulsive personality traits can be traced to Freud’s 
description of the anal character type (Freud, 1959). He identified a number of character 
traits arising from a defense against anal eroticism and marked by a tendency toward 
orderliness, parsimony and obstinacy. Abraham (1927) developed the concept further - 
again emphasising a tendency for orderliness, as well as describing cleanliness, difficulty 
in throwing away worthless objects, indecisiveness, and preoccupation with preserving 
correct social appearances.
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The DSMI (American Psychiatric Association, 1952) and the nearly identical DSMII 
(American Psychiatric Association, 1968) criteria for the obsessive-compulsive 
personality emphasised the orderly component of this personality type while DSM-111 
(American Psychiatric Association, 1980) and DSM IIIR (American Psychiatric 
Association, 1987) expanded the description considerably. These current criteria, 
however, continue to capture most of the traits described by Freud and Abraham although 
the name has undergone repeated revision.
Obsessive-Compulsive Personality Disorder is defined as follows in DSM IIIR (American 
Psychiatric Association, 1987):
“A pervasive pattern o f perfectionism and inflexibility, beginning by early adulthood and 
present in a variety o f contexts, as indicated by at least five o f the following:
• Perfectionism that interferes with task completion, e.g. , inability to complete a project 
because own overly strict standards are not met
• Preoccupation with details, rules, lists, order, organisation, or schedules to the extent
that the major point o f the activity is lost
• Unreasonable insistence that others submit to exactly his or her way o f doing things,
or unreasonable reluctance to allow others to do things because o f the conviction that 
they will not do them correctly
• Excessive devotion to work and productivity to the exclusion o f leisure activities and 
friendships (not accounted for by obvious economic necessity)
• Indecisiveness; decision making is either avoided, postponed, or protracted, e.g., the 
person cannot get assignments done on time because o f ruminating about priorities 
(do not include i f  indecisiveness is due to excessive needfor advice or reassurance 
from others)
• Overconscientiousness, scrupulousness, and inflexibility about matters o f morality, 
ethics, or values (not accounted for by cultural or religious identification)
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• Restricted expression o f affection
• Lack o f generosity in giving time, money, or gifts when no personal gain is likely to 
result
• Inability to discard worn-out or worthless objects even when they have no sentimental 
value ” (p.354).
With the advent of DSM IV (American Psychiatric Association, 1994) the diagnostic 
criteria for Obsessive-Compulsive Personality Disorder have remained largely 
unchanged. DSM IV (American Psychiatric Association, 1994) criteria continue to 
maintain perfectionism and inflexibility as core features of Obsessive-Compulsive 
Personality Disorder. DSM IV (American Psychiatric Association, 1994) defines 
Obsessive-Compulsive Personality Disorder as “a pervasive pattern of preoccupation with 
orderliness, perfectionism, and mental and interpersonal control, at the expense of 
flexibility, openness and efficiency”. This study attempts to explore the possibility that - 
many of the above described traits could be seen to increase women’s vulnerability to the 
development of postnatal depression.
1.6. Obsessive-Compulsive Personality and Depression
Obsessive-compulsive personality traits have been associated with bipolar affective 
disorder (Klein and Depue, 1985). Patients suffering from bipolar affective disorder have 
been found to exhibit higher levels of obsessional personality traits than normal 
participants (Becker, Spielberger, and Parker, 1963; Hirschfeld and Klerman, 1979).
It has long been suggested that people with obsessive-compulsive personalities are 
vulnerable to depressive illness (Abraham, 1927; Salzman, 1968). Depressed patients 
were found to score higher on an inventory measuring obsessional personality traits and 
obsessions (Kendell and Discipio, 1970). They scored higher than normals when 
depressed and also when recovered, suggesting these personalities are prone to
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depression. Further, Millon (1981) suggests that depression is commonly associated 
with obsessive-compulsive personalities. When faced with difficult situations and 
decisions these individuals “may experience intense anger toward themselves for their 
weakness and deep resentment toward others for what is seen as the latter’s unyielding 
demands” (Millon, 1981, p233). Despite these feelings, Millon (1981) asserts that these 
personalities will not expose their own shortcomings or their hostility toward others for 
fear of social rebuke, but express self-reproval and guilt. They turn their anger inward and 
experience feelings of guilt, unworthiness and a sense of personal sin. These personalities 
have a strong need to be in control. When unable to control others or the world around 
them they will often ruminate about the situation or become - angry although anger is 
seldom expressed but again turned inward.
Depression has been linked with particular obsessive-compulsive personality traits. 
Depression has been positively correlated with perfectionism (Pirot, 1986) and with 
patients whose personalities are characterised by enthusiasm for work; scrupulousness; 
strong sense of responsibility; justice and honesty; and continuous emotional tension 
(Nakaya and Ohmori, 1993).
Research in the area of obsessive-compulsive personality and depression should be 
viewed in the light of the fact that until more recently Obsessive-Compulsive Personality 
Disorder and obsessive-compulsive disorder were viewed as inter-changeable. Much 
research in the area of depression has possibly focussed on obsessive-compulsive disorder 
as opposed to Obsessive-Compulsive Personality Disorder.
1.7. Obsessive-Compulsive Disorder and Obsessive-Compulsive 
Personality Disorder
The debate concerning the relationship between obsessive-compulsive disorder (OCD) 
and Obsessive-Compulsive Personality Disorder is ongoing. Early researchers often failed 
to distinguish between the two, giving the impression that the two occurred together.
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Such researchers asserted that symptoms were preceded by traits and the existence of 
these personality traits was a prerequisite for the development of the symptoms. Black 
(1974) reviewed several early studies of premorbid personality assessed in various ways 
and not derived from any standard criteria. He reported a 71 % rate of Obsessive- 
Compulsive Personality Disorder among obsessional patients.
More recent studies have used DSM III (American Psychiatric Association, 1980) criteria 
to define Obsessive-Compulsive Personality Disorder and suggest that symptoms and 
traits are not linked in any clear manner and may even occur independently.
Joffe, Swinson and Regan (1988) found that only one person (4%) in their sample of 
patients with OCD met the criteria for Obsessive-Compulsive.Personality Disorder when 
they administered the Millon Clinical Multiaxial Inventory. They stated that neither 
compulsive personality traits nor diagnosis distinguished depressive and OCD patients. 
Similarly Black, Yates, Noyes, Pfohl and Kelley (1989) found that none of their sample 
of OCD patients was diagnosed as having Obsessive-Compulsive Personality Disorder 
when administered the Personality Diagnostic Questionnaire. Also using the Personality 
Diagnostic Questionnaire, Steketee (1990) found that only one person in their sample 
with OCD met criteria for Obsessive-Compulsive Personality Disorder. In contrast, and in 
keeping with earlier findings, Tyrer, Casey and Gall (1983) found that seven out of eight 
of their patients with primary OCD were rated as having Obsessive-Compulsive 
Personality Disorder according to the Personality Assessment Schedule. However, 
Rasmussen and Tsuang (1986) interviewed patients with OCD and found that 55% had 
Obsessive-Compulsive Personality Disorder and 66% had another Axis II diagnosis 
according to a checklist of personality disorder symptoms taken from DSM III (American 
Psychiatric Association, 1980).
In conclusion it would seem that more recent studies have found OCD and Obsessive- 
Compulsive Personality Disorder to only occasionally occur together, reflecting a degree
97
of coincidence as opposed to a direct relationship. Currently the widely held view is 
that OCD and Obsessive-Compulsive Personality Disorder should be construed as 
independent and yet interrelated phenomenon (Slade, 1974; American Psychiatric 
Association, 1994). Unfortunately, due to the similarity in names much confusion with 
regard to this relationship has arisen, however a review of the literature suggests that the 
maj ority of patients with OCD do not meet the criteria for Obsessive-Compulsive 
Personality Disorder (Pfohl and Blum, 1991).
The proposed study is clearly concerned with the link between postnatal depressive 
symptomatology and obsessive-compulsive personality traits as opposed to OCD.
1.8. Regulators and Facilitators
The obsessive-compulsive personality above bears some resemblance to Raphael-Leff s 
(1983) regulator mother. The regulator mother is described as regarding her baby as a 
bundle of needs which she must define and regulate. She regards her role as one of 
making the baby adapt to the environment. In contrast, the facilitator mother views her 
baby as an intimate from birth, trusting the baby to confide his/her needs to her. To 
facilitate meeting these needs the mother adapts to the baby.
The regulator is threatened by the infant’s naked emotions which arouse repressed and 
denied impulses within herself and endanger her ability to remain separate. Such a mother 
thus employs obsessional measures in self-defence. The baby’s dependency reawakens 
her own dependency needs and she experiences a fear of becoming the sole provider for 
one so needy. Faced with the dangers of a greedy, messy, raging infant, the regulator 
mother establishes her control by “instigating a routine by means of which the baby’s 
equivocal needs become predictable and explicable, and his/her demands containable” 
(Raphael-Leff, 1983, 381).
The facilitator by contrast is attentive to her baby’s communications, attempting to
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decipher his/her messages. Aware of his/her experience of dependence on her, she 
attempts to facilitate his/her well-being.
While the facilitator feeds on demand, the regulator tends to maintain fixed intervals 
between feeding. While the facilitator responds to her baby’s every cry as an important 
communication, the regulator mother distinguishes between real crying and noise, thus 
restricting communication to the established physiological needs and thus diminishing 
uncertainty. While the facilitator suspends her identity as an independent person during 
the symbiotic phase of primary maternal preoccupation, the regulator - in fear of merging, 
dependence and loss of emotional control and control over her daily life - makes efforts to 
emphasise herself as a person.
Raphael-Leff (1991) suggests that the extreme regulator syndrome would include a rigid 
defensive organisation which hinders the adaptation to the emotional demands of 
pregnancy and motherhood. This may manifest itself in rigid self-control; increased 
obsessionality; marked absence of emotions; a puritanical attitude towards enjoyment, 
self-indulgence or relaxation; or frantic socialising , overworking and refusal to make 
concessions to the physical demands of her condition.
It is suggested that the regulator mother may become depressed when her baby does not 
adapt to her routine. She feels depressed when unable to maintain a clear definition of 
herself as a person - her previous identity is lost. As her baby fails to become regulated 
and predictable she experiences a loss of self-esteem and loss of her sense of adult 
competence. She feels trapped in her new role and misses adult company. The facilitator 
mother too is vulnerable to depression if she is unable to fulfil her own expectations of 
perfect mothering. For the facilitator, depression is linked to the reality of motherhood 
falling short of the ideal.
It would seem to be that the regulator employs obsessional measures to manage fearful
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feelings aroused by the baby. These fears relate to issues of dependency and 
separateness, and loss of control. In order to maintain control and manage her fears, she 
relies on excessive organisation - imposing routine and order. The display of excessive 
emotional control and concern with matters of order, organisation and efficiency produce 
a picture very similar to the obsessive-compulsive personality. This is, however, only one 
aspect of the obsessive-compulsive personality - the reference to characteristics of 
excessive conformity to internalised standards; interpersonal reserve and indecisiveness 
remain absent.
1.9. Rationale of Current Study
In light of the prevalence findings identified, between 9 and 13 women out of every 100 
will report significant postnatal depressive symptomatology. Research findings and the 
prevailing current opinion suggest that psychosocial factors play a central role in the 
aetiology of postnatal depression (Kumar, 1982; Beck, 1996). In order to engage in the 
primary prevention of postnatal depressive illness, risk factors need to be identified which 
prospectively distinguish those at risk for the development of the disorder. Most major 
studies of the psychosocial correlates of postnatal depression suggest that numerous and 
complex risk factors exist, one of which is personality.
Those who display high levels of obsessive-compulsive personality traits are known to 
display a marked tendency towards inflexibility, rigidity, mental and interpersonal reserve 
which is suggested to increase vulnerability to postnatal depression (Boyce, 1994), but 
has not been investigated in this light as yet.
It is hoped that an investigation of obsessive-compulsive personality traits in relation to 
postnatal depressive symptomatology will contribute to our understanding of the 
numerous psychosocial risk factors involved in the development of postnatal depressive 
symptoms. This might enable workers in the field to be more aware of and respond to the 
needs of vulnerable women. This study, as an initial exploratory investigation, attempts to
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point towards further research directions.
1.10. Hypotheses
Research in the area of postnatal depression has tended to focus on one particular factor 
in terms of its predictive power, but it is likely that there is no single unique factor which 
may be accountable for postnatal depression. A number of factors may operate alone or in 
conjunction with each other to make women vulnerable. This prospective, multivariate 
study has attempted to explore the relationship between obsessive-compulsive personality 
traits and postnatal depressive symptomatology while accounting for a variety of 
variables which may render women vulnerable to postnatal depression.
OVERALL HYPOTHESIS: Obsessive-compulsive personality traits increase the 
probability of experiencing depressive symptomatology after childbirth.
SPECIFIC PREDICTIONS:
This study attempts to explore the possibility that many of the obsessive-compulsive 
personality traits, as defined by DSMIIIR (American Psychiatric Association, 1987), 
could be seen to increase women’s vulnerability to the development of postnatal 
depression, or at least to hinder their ability to make use of those factors recognised as 
protecting against the development of postnatal depression. It attempts to further explore 
the suggestion that obsessional women might find it difficult to cope with the demands of 
a new baby (Boyce, 1994). Babies tend not to keep routines and are messy - such 
behaviours would be stressful to a house-proud, orderly, obsessional woman. A woman 
who has coped with stress by imposing order and routine may find this method of coping 
is no longer effective and as her routine becomes disrupted she might become depressed. 
Further, perfectionist and self-critical attitudes, common to obsessive-compulsive 
personalities, are suggested to be amplified by the responsibility of childcare (Appleby et 
al, 1994).
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In general, people with an obsessive-compulsive personality are viewed as industrious 
and meticulous - they are tidy, valuing order. For such women the chaos that a new baby 
brings may be difficult. Women who experience the stress of childbirth might manage 
this stress through excessive concerns about order and organisation, being unduly 
meticulous and applying rigid schedules. This we might expect would be difficult for a 
new mother whose baby would upset routines and order in the home.
Their lack of flexibility and tendency to be rigid and unbending about routines and 
procedures would make adjusting to the new routines and changes in daily living that a 
new baby brings distressing. It would make it difficult for them to respond spontaneously 
to the unpredictability of childbirth and to their babies’ varying needs.
The reluctance of people with obsessive-compulsive personalities to allow others to do 
things could be hypothesised to hinder the ability of such a mother to accept and seek 
help in caring for her new baby and managing day-to-day chores.
Their tendency to procrastinate and be indecisive for fear of making a mistake would 
possibly make it difficult for them to prioritise, make decisions and complete tasks 
associated with baby care and thus increase the stress associated with these already 
demanding tasks. Time is poorly allocated with important tasks often being left to the last 
moment.
It could be argued that the characteristic tendency of people with obsessive-compulsive 
personalities to tensely control their emotions and display interpersonal reserve would 
make it difficult for them to make use of the support networks available to them. Their 
harsh self-judgements and feelings that their achievements are never good enough may 
leave such mothers feeling they are inadequate. Their fear of disapproval may interfere 
with their ability to seek support or confide in others, consequently hindering the positive
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role social support can play in preventing postnatal depression.
People with obsessive-compulsive personalities display extreme sensitivity to social 
criticism which might increase their tendency not to reveal difficulties in order to avoid 
criticism. People with marked obsessive-compulsive personality traits are described as 
displaying excessive conformity to internalised standards, being moralistic and 
excessively judgmental of self and others. Mothers who experience negative thoughts 
towards their babies, a common and not surprising occurrence during stressful periods for 
new mothers, may find them morally unacceptable and thus distressing. Any 
imperfections in their ability to cope during this time might also be viewed as failures and 
be harshly judged - all of which we might hypothesise renders women with these 
personality traits vulnerable to postnatal depression. ,
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2. METHOD
2.1. Participants
Participants were drawn from 2 South West London GP surgeries. The study attempted to 
recruit all women over a 5 month period who were between 26 -  36 weeks pregnant. 
Pregnant women who were registered at the surgery but were receiving ante natal care at 
a hospital or from private services were excluded.
A total of 106 women were identified across the two South London general practice 
surgeries with an expected delivery date falling within the identified 5 month period.
A total of 63 (59%) participants were recruited from surgery 1 and 43 (41%) participants 
from surgery 2. For two participants, both of whom came from the first surgery, no data 
was obtained.
Thus, of the total 106 participants identified, 2 (1.9%) were not able to be contacted and 
no data was obtained, 4 (3.8%) refused to take part in the study, 8 (7.5%) moved out of 
the area before data could be collected and 1 (0.9%) participant miscarried.
2.2. Procedure
This study was conducted within 2 South West London GP surgeries. These surgeries 
employ a number of GPs, health visitors, nurses and clinical and counselling 
psychologists. The GPs, psychologists and health visitors work together to provide 
routine multidisciplinary care for women during pregnancy and childbirth.
The study attempted to recruit all women between 26 to 36 weeks pregnant attending
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these surgeries for antenatal care and to reassess them postnatally. Informed consent 
was obtained (see appendix I) and they were posted an antenatal questionnaire to 
complete and return in the self addressed envelope provided. This questionnaire consisted 
of an abbreviated version of the Schedule for Nonadaptive and Adaptive Personality 
(described below and shown in appendix II) (Clark et al, 1993), the Leverton 
Questionnaire (described below and shown in appendix II) (Elliott, 1989; Leverton and 
Elliott, 1989) and the Crown-Crisp Experiential Index (described below and shown in 
appendix II) (Crown and Crisp, 1979).
Information regarding personality was obtained through the antenatal questionnaire. The 
assessment of personality in relation to postnatal depression has been recognised to be a 
complex process (Boyce, 1994). If personality is assessed postnatally, when participants 
are depressed, a true reflection of premorbid personality may not be obtained. It has been 
noted that participants who are depressed tend to describe their personality as more 
deviant (Kendell and DiScipio, 1968; Hirschfield et al, 1989; Boyce et al, 1990). It could 
be argued that the measurement of personality prior to birth also has limitations in that 
some personality measures may not be sensitive enough to identify latent or dormant 
personality traits. In light of the above considerations, personality variables were 
measured antenatally.
At 8 to 12 weeks postpartum patients were asked to complete the Edinburgh Postnatal 
Depression Scale (described below and shown in appendix III) when attending the 
surgeries for their postnatal visit. The completed EPDS scales were collected with the 
assistance of the health visitors working at the surgeries in which the research was 
conducted as the scale is already routinely administered to women between 8 to 12 weeks 
postpartum when they attend their postnatal check-ups. Investigations of postnatal 
depression have been marked by methodological problems. The time at which postnatal 
depression is assessed is known to influence findings (Whiffen, 1992). If postnatal 
depression is assessed closely following childbirth, measures of postnatal depression are
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more likely to reflect postnatal blues. Further, at this time the full impact of being a 
new mother may not have hit, particularly as, at this early stage, support systems are more 
likely to still be available and a high EPDS score may simply reflect adjusting to the new 
baby (Holden, 1994). Similarly, if assessment occurs too long after the birth, the 
development of depressive symptomatology may be due to factors unrelated to the birth. 
As a consequence this study measured postnatal depressive symptomatology at 8 to 12 
weeks postpartum in an attempt to ensure that the measurement obtained, while reflecting 
the level of depressive symptomatology related to the birth, did not measure postnatal 
blues or adjustment problems.
2.3. Questionnaires
2.3.1. Selection of Measures
The Schedule for Nonadaptive and Adaptive Personality (Clark et al, 1993) was selected 
as a measure of obsessive-compulsive personality traits. With regard to the selection of a 
suitable questionnaire to measure obsessive-compulsive personality traits a number of 
factors were considered. There appears to exist a lack of clarity regarding questionnaires 
which measure Obsessive-Compulsive Disorder, and those which measure obsessive- 
compulsive personality. Since the relationship between OCD and Obsessive-Compulsive 
Personality Disorder has until more recently been unclear, a number of personality 
measures reflect this lack of clarity. Scales such as the Maudsley Obsessional- 
Compulsive Questionnaire (Hodgson and Rachman, 1977) focus on symptoms of OCD 
rather than personality traits. Tests such as the Padua Inventory; Leyton Obsessional 
Inventory and questionnaire versions of this test such as the Lynfield 
Obsessional/Compulsive Questionnaire (Allen and Tune, 1975) attempt to measure both 
obsessional traits and symptoms suggesting a relationship between the two.
Questionnaires such as the MCMI (Millon, 1981), MMPI (Hathaway and McKinley, 
1983) and PDQ (Hyler et al, 1982) measure with more clarity Obsessive-Compulsive
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Personality Disorder. However, the norms of the MCMI have been standardised on 
clinical populations. Millon (1981) discourages the use of the MCMI on normal 
populations. The MCMI has also been suggested to reflect Millon’s unique definition of 
Obsessive-Compulsive Personality Disorder as opposed to the DSM description. Further, 
these tests only devote a limited number of questions to obsessional personality. The 
PDQ, for example, only devotes 8 questions to obsessional personality. Such a limited 
number of questions would not allow an exploration of the varied and complex nature of 
the personality traits. Although a number of substantial correlations can be seen between 
the SNAP and other self-report measures such as the Eysenck Personality Questionnaire 
(EPQ) (Eysenck and Eysenck, 1975) and the MMPI-2 (Clark et al, 1996), scales such as 
the Propriety and Workaholism Scales have no clear EPQ or MMPI-2 counterparts, 
suggesting that these traits are not well represented in the MMPI item pool.
2.3.2. The Schedule for Nonadaptive and Adaptive Personality 
(SNAP)
The SNAP is a factor-analytically derived self-report inventory designed to assess trait 
dimensions important in the domain of personality disorders (Clark et al, 1996). The 
SNAP is composed of 12 specific trait scales, 3 temperament scales and 11 diagnostic 
scales for the assessment of DSM IIIR personality disorders. Characteristics of 
Obsessive-Compulsive Personality Disorder can be assessed in isolation utilising the 
Obsessive-Compulsive Personality Disorder diagnostic scale (which can be used 
dimensionally as well as categorically) and/or the Propriety and Workaholism Trait 
Scales (Gibbs and Oltmanns, 1995).
The Obsessive-Compulsive Personality Disorder scale consists of 23 questions and is a 
direct reflection of the DSM IIIR description of obsessive-compulsive personality. 
Questions are grouped to cover each of the 9 DSM criterion. Although two scoring 
methods are provided for the diagnostic scales, the dimensional scoring method has been
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found to be more reliable than the criterion-based categorical method and the 
dimensional scores have been found to correlate more strongly and systematically with 
interview based diagnostic ratings (Clark et al, 1996).
The Propriety Trait Scale, consisting of 20 questions, some of which are contained within 
the Obsessive-Compulsive Personality Disorder scale, reveals a concern for proper 
standards of conduct and placing a high value on reputation and personal appearance. 
Individuals scoring highly on this scale emphasise the importance of following social 
conventions and are offended when others violate social rules, being strict about “right” 
and “wrong”.
High scorers on the Workaholism Trait Scale enjoy work more than play and typically 
drive themselves hard. They are perfectionists who feel a job is not finished until perfect. 
They feel they must finish everything they start, persevering even when exhausted. The 
Workaholism Trait Scale consists of 18 questions, some of which are contained within the 
Obsessive-Compulsive Personality Disorder scale.
Obsessive-compulsive personality was thus evaluated using a brief version of the SNAP 
(Gibbs and Oltmanns, 1995). This brief version consisted of the 51 SNAP items that 
constitute the Obsessive-Compulsive Personality Disorder diagnostic scale and the 
Propriety and Workaholism Trait Scales. A dimensional score (total number of 
Obsessive-Compulsive Personality Disorder items endorsed) and scores on the Propriety 
and Workaholism Trait Scales were calculated.
2.3.3. The Leverton Questionnaire (LQ)
The Leverton Questionnaire (Elliott, 1989; Leverton and Elliott, 1989) was used to 
measure a number of recognised vulnerability factors in the development of postnatal 
depression. The questionnaire is a 55-item, self-administered questionnaire. It covers 
basic demographic, social and clinical information and questions about vulnerability
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factors found in previous research to be more common in women who subsequently 
developed postnatal depression. A vulnerability index is obtained from a number of 
variables including poor marital relationship, presence of a personal psychiatric history 
including a history of postnatal depression and high scores on the anxiety sub-scale of the 
Crown-Crisp Experiential Index (CCEI) (Crown and Crisp, 1979). The CCEI anxiety, 
depression and somatic subscales are included with the questionnaire. Questionnaires 
were included for both first time and second time mothers. The questionnaire has been 
found to successfully distinguish first and second time mothers who are more vulnerable 
to developing postnatal depression (Elliott et al, 1987; Leverton and Elliott, 1989). It is 
hypothesised that participants’ scores which, suggest vulnerability to postnatal depression 
as measured on the LQ, will be associated with high EPDS scores
2.3.4. The Edinburgh Postnatal Depression Scale (EPDS)
Although depressive symptomatology is important to characterise in research of this 
nature, the results of research focusing on symptoms alone may be misleading. Many 
normal physiological changes associated with pregnancy and the puerperium such as loss 
of sexual interest, change in appetite and fatigue are similar to symptoms of depression. 
Depression scales standardised on non-pregnant women may overestimate the severity of 
depression in postnatal women (O’Hara et al, 1984). Depression scales standardised on 
non-pregnant women could theoretically suggest a classification of depression for 
postnatal women based on their associated symptoms while they might not in fact 
experience a significant mood disturbance. Thus although a measure of depression is used 
with the Leverton Questionnaire, in the form of the CCEI, antenatally, the Edinburgh 
Postnatal Depression Scale (Cox et al, 1987) was administered postnatally given that it 
was designed in light of the above considerations. The Edinburgh Postnatal Depression 
Scale was not considered appropriate for antenatal administration as it was not developed, 
nor has it been administered antenatally in previous research.
The EPDS is a 10-item, self-report measure of postnatal depressive symptoms. It was
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designed to screen for postnatal depression in the community and has been well 
validated and widely used. In itself the EPDS cannot confirm a diagnosis of postnatal 
depression, but at a threshold score of 12/13 it has been calculated to have a sensitivity 
(proportion of depressed women correctly identified) of 68%, a specificity (proportion of 
non-depressed women correctly identified) of 96% and a positive predictive value of 
67% (Murray and Carothers, 1990 respectively). A lower cut-off of 9/10 is said to detect 
almost all depressed women in a community and is recommended if the EPDS is used in 
the first stage of screening in a community study (Cox, 1994).
Since the EPDS was not developed as a diagnostic tool, a high EPDS score cannot be 
equated with clinical depression and similarly a low score does not mean that a woman is 
not clinically depressed. It was developed as a useful screening tool to select women for 
more detailed psychiatric investigation, a score above 10 suggesting “possible” postnatal 
depression and a score above 13 suggesting “probable” postnatal depression.
Given that cut-offs are pragmatically chosen with no true cut-off above which everyone is 
depressed and below which no-one is depressed in existence, the use of the EPDS as a 
continuous measure has been advocated (Green, 1998). The EPDS has been shown to 
have face validity as a continuous measure of emotional well-being in postnatal women 
and its use as a dichotomous tool is suggested to waste valuable data (Green, 1998).
2.4. Statistical Analysis:
Data was analysed using SPSS for Windows version 6.0 (Norusis, 1993). The results 
were analysed using independent t-tests, chi-square, correlation, and stepwise regression 
analysis as appropriate.
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3. RESULTS
3.1. Sample Characteristics
Of the total 106 participants identified 63 (59.4%) completed antenatal questionnaires and 
91 (85.8%) completed postnatal questionnaires. Both antenatal and postnatal data was 
collected from a total of 62 (58.5%) participants.
No data was obtained for 2 participants. For the 104 participants from whom data was 
obtained, the age of the respondents ranged from 17 years and 6 months to 41 years and 9 
months. The mean age was 32 years and 8 months with a standard deviation of 5 years 
and 1 month. Of the respondents 61 (58.7%) already had children. The remaining 43 
(41.3%) respondents had no previous children.
At the date of completion of the antenatal questionnaire the number of weeks pregnant of 
the respondents ranged from 26 weeks to 36 weeks with a mean of 31.1 weeks pregnant 
and a standard deviation of 3.6 weeks pregnant. At the date of completion of the postnatal 
questionnaire the number of weeks postnatal of the participants ranged from 8 weeks to 
12 weeks with a mean of 10.3 weeks postnatal and a standard deviation of 1.8 weeks.
Participant characteristics with regard to source of recruitment:
No significant differences were noted between the participants recruited from the two 
identified surgeries. (It is noted that a failure to detect a significant difference does not 
mean that equivalence has been established). A comparison of means with regard to age 
revealed no significant difference, the mean age for practice 1 being 32 years and 7 
months and the mean age for practice 2 was 33 years (t = -.34, df = 102, ns). With regard 
to children, no significant difference between the surgeries were noted as 39.3% of 
women in practice 1 did not have children, while 44.2% of participants in practice 2 did
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not have children (Chi-square = .24, df = 1, ns). Finally, no significant differences 
were identified with regard to completion of questionnaires, 65.6% of participants 
recruited from practice 1 completed antenatal questionnaires and 53.5% of participants 
from practice 2 completed antenatal questionnaires (Chi-square = 1.54, df = 1, ns). With 
regard to postnatal questionnaires, 90.2% of participants from practice 1 completed 
postnatal questionnaires and 83.7% of participants from practiced completed postnatal 
questionnaires (Chi-square = .96, df = 1, ns). Finally, a comparison of the mean scores 
revealed no significant difference with regard to postnatal depressive symptoms between 
the two practices. The mean score as measured on the postnatal depression measure, the 
EPDS for practice 1 was 6.0 and for practice 2, the mean score was 5.4 (t = .64, df = 89, 
ms). '
3.2. Reliability Analysis of Measures
A reliability analysis of the scales utilised in this study revealed that the obsessive- 
compulsive subscale of the SNAP had little internal reliability (number of items in scale = 
23, Alpha = .54). Several of the items showed no correlation with the total score and as a 
result principal components factor analysis was conducted. The results showed that there 
were 9 factors with eigenvalues greater than 1. A scree test indicated 5 interpretable 
factors and 2 of these factors appeared to reflect the factors on the Workaholism and 
Propiety Scales also included in the obsessive-compulsive scale. This suggested the 
Workaholism and Propriety Subscales were meaningful measures for this sample. In light 
of the fact that the obsessive-compulsive scale did not act as a unitary and coherent scale 
with this sample, further exploration with regard to the obsessive-compulsive scale was 
not conducted.
The Workaholism (number of items in scale =18, Alpha = .7632) and Propriety (number 
of items in scale = 20, Alpha = .8314) Scales in contrast showed good internal reliability. 
All items on these scales appeared to positively contribute to the total scores of the scales. 
Similarly the EPDS (number of items in scale = 10, Alpha = .87, Cox and Holden, 1994)
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and CCEI (Crown and Crisp, 1979) scales have repeatedly demonstrated good internal 
reliability with British, general practice populations.
3.3. EPDS Scores
The mean EPDS score for the 91 participants who completed the postnatal questionnare 
at the 8-12 week postnatal assessment was 5.8 with the lowest score being 0 and the 
highest score 18, with a standard deviation of 4.1.
N Minimum Maximum Mean Std.Deviation
Total
EPDS
Score
91 0 18.0 5.8 4.1
13 (14.3%) participants scored above or equal to a cut-off of 10, suggesting 13 cases of 
possible postnatal depression. While 9 (9.9%) participants scored above or equal to a cut­
off of 13, suggesting 9 cases of probable postnatal depression.
A dimensional analysis of EPDS scores was adopted in line with the hypothesis that 
obsessive-compulsive personality traits increase the probability of experiencing 
depressive symptomatology after childbirth, in preference to a categorical analysis, to 
maximise statistical power.
3.4. Comparison of Antenatal Responders and Non-Responders
Of those respondents for whom only postnatal data was collected and for whom antenatal 
data was not obtained the age of the respondents ranged from 18 years to 39 years and 9 
months. The mean age of the respondents was 33 years and 1 month with a standard 
deviation of 4 years and 9 months. Of these women 15 (36.6%) did not already have 
children and 26 (63.4%) already had children.
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With regard to the respondents from whom data was collected both antenatally and 
postnatally, the age of the respondents ranged from 17 years and 5 months to 41 years and 
9 months. The mean age was 32 years and 6 months with a standard deviation of 5 years 
and 2 months. Of this group 28 (45.2%) did not have children and 35 (56.5%) already had 
children. 50 (80.6%) were married, 8 (12.9%) were living with their partners, 3 (4.8%) 
were single and 1 (1.6%) woman was separated from her partner.
Of the total 91 participants who completed the EPDS, 29 participants did not complete 
the antenatal questionnaire. In an attempt to determine if the 62 participants for whom 
data was collected at both waves are representative of the total sample a comparison of 
means between antenatal responders and non-responders on the EPDS was conducted.
Analysis of independent sample means showed that women who had not responded to the 
antenatal questionnaire scored significantly higher on the EPDS than those for whom data 
was collected at both waves. The mean score on the postnatal depression questionnaire 
for women who responded to the ante-natal questionnaire was 5.1, while the mean score 
for women who did not respond was 7.3 (t = -2.6 , df = 89, p < 0.01).
T-Test
EPDS
scores N Mean Std. Deviation T value
Sig
(2-tailed)
Responders 62 5.1 3.6 -2.6 .01
Non-responders 29 7.3 4.5
Of the women who had not responded to the antenatal questionnaire, 6 participants scored 
above or equal to a cut-off of 10, suggesting possible postnatal depression. 6 participants 
scored above or equal to a cut-off of 13, suggesting probable postnatal depression.
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No other significant differences were identified for this group of participants. With 
regard to the presence of children, no significant difference between the two groups was 
noted. Of those participants for whom no antenatal data was obtained, 36.6% had no 
previous children and of those for whom prenatal data was available 44.4% had no 
children (Chi-square = .63, df = 1, ns). With regard to age, no significant difference 
between the two groups was noted. The mean age of those participants for whom prenatal 
data was obtained was 32 years and 6 months while the mean age for participants for 
whom prenatal data was not obtained was 33 years and 1 month (t = -4.6, df = 102, ns).
3.5. Individual Obsessive-Compulsive Subscale Items
Despite the low internal reliability of the SNAP obsessive-compulsive subscale, each item 
had been identified as clinically meaningful in the process of selecting this questionnaire. 
Thus, although the obsessive-compulsive subscale was not included in further statistical 
analyses, an analysis was conducted of the individual items making up each of the DSM 
criterion. A comparison of the mean EPDS scores was conducted for each DSM criterion, 
comparing participants who endorsed questions reflecting obsessive-compulsive 
personality traits with participants who did not.
A comparison of the mean EPDS scores revealed that participants whose scores met the 
DSM criterion of restricted expression of affect had higher mean EPDS scores than those 
whose scores did not. Two questions included in the subscale reflect this DSM criterion 
and in both instances those participants who endorsed these items had higher EPDS 
scores. On the question item “most people stay friends only as long as it is to their 
advantage” those participants who answered true to the question had a mean EPDS score 
of 8.4 while those who answered false had a mean score of 4.6 (t = -2.75, df = 60, p < 
0.01). Similarly, on the question item “I am aloof and maintain distance between myself 
and others,” those participants who answered true to the question had a mean EPDS score 
of 8.1 while those who answered false had a mean score of 4.6 (t = -2.68, df = 59, p < 
0 .01).
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No significant differences in EPDS scores were found with regard to the 8 remaining 
DSM criterion.
3.6. Propriety and Workaholism Traits
The degree of association between propriety traits and postnatal depressive 
symptomatology and workaholism traits and postnatal depressive symptomatology was 
measured by means of the Pearson correlation for the 62 participants from whom both 
antenatal and postnatal data was collected. No significant correlation was found between 
Workaholism scores as measured ante-natally on the subscale of the SNAP, and scores on 
the EPDS (r = .10, ns).
No statistically significant correlation was found between Propriety scores, as measured 
ante-natally on the subscale of the SNAP, and scores on the EPDS (r = .20, ns).
3.7. Vulnerability Factors and Personality
A comparison was conducted between the means of the Propriety and Workaholism 
Scales and vulnerability versus low vulnerability to postnatal depression as measured on 
the LQ using the t-test for the 62 participants from whom both antenatal and postnatal 
data was collected. No significant differences were identified, suggesting that SNAP 
scores are not related to the vulnerability index used in the LQ.
T-Test
Leverton N Mean Std. Deviation T value
Propriety >=2 32 45.7 11.2 0.9 (ns)
Scores <2 31 43.0 11.4
Work >=2 32 50.0 8.7 1.1 (ns)
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Scores <2 31 47.6 8.6
3.8. Background Factors
Age:
The degree of association between age and postnatal depressive symptomatology was 
measured by means of the Pearson correlation for the 62 participants from whom both 
antenatal and postnatal data was collected. No correlation was found between the age of 
participants and scores on the EPDS (r = -.04, ns).
Marital status:
No significant difference was found using the t-test, between participants who were 
married and those who were not with regard to scores on the EPDS (t = -.21, df = 60, ns).
Parity:
No significant difference was found between those women who already had children and 
those women who had no previous children using the t-test, with regard to scores on the 
EPDS. For those women who already had children the mean score was 6.3 and for those 
women who did not already have children the mean score was 4.9 (t = -1.63, df = 89, ns).
3.9. Vulnerability Factors measured on the Leverton 
Questionnaire
The mean LQ score was 2 with a range of 0 to 15. A total of 32 (51%) participants scored 
as vulnerable (LQ score >=2) for the development of postnatal depression on the LQ.
A statistically significant difference was found using the t-test, with regard to scores on 
the EPDS between those women categorised “as vulnerable” and those “as less 
vulnerable” for the development of postnatal depression as measured by the LQ. For 
those who scored as vulnerable on the LQ (LQ score >= 2) (N = 32) the mean score on
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the Edinburgh Postnatal Depression scale was 5.9, while those who were identified as 
less vulnerable (LQ score < 2) (N = 31) scored 4.1 (t = 1.96, df = 60, p < 0.05).
T-Test
LQ
Scores
N Mean
Std.
Deviation
T value
Sig
(2-tailed)
EPDS >=2 32 5.9 4.0 1.96 .05
Score <2 31 4.1 3.0
3.9.1. Individual Leverton Questionnaire Vulnerability Factors
With regard to specific vulnerability factors identified in the LQ, significant differences 
were found using the t-test for the 62 participants from whom both antenatal and postnatal 
data was collected, on EPDS scores between those participants who scored as dissatisfied 
with their relationship with their partner and those who did not. For those who scored as 
vulnerable with regard to dissatisfaction with their marital/partner relationship the mean 
EPDS score was 7.1. For those who did.not score as vulnerable the mean EPDS score was 
4.4 (t = 2.56, df= 60, p <0.01).
T-Test
LQ
relationship
vulnerability
N Mean Std.Deviation T value Sig
EPDS Vulnerable 14 7.1 5.4 2.56 .01
Score
Less 48 4.4 2.7
Vulnerable
Interestingly, a chi-square revealed a significant association between participants who 
identified dissatisfaction with their relationships and those participants whose scores on 
the obsessive-compulsive subscale of the SNAP suggested restricted emotional affect. Of 
the 14 participants who identified dissatisfaction with their relationship, 8 participants had
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scores on the obsessive-compulsive subscale of the SNAP which suggested restricted 
expression of affection. Only 5 of the 13 participants whose scores revealed restricted 
expression of affection did not report dissatisfaction with their relationships (Chi-square = 
14.65, df = 1, p < 0.001 (2-tailed)).
No significant difference with regard to EPDS scores was revealed with regard to scores 
on questions reflecting a previous history of postnatal depression (t = .53, df = 34, ns) or 
psychiatric history (t = .98, df = 60, ns).
3.9.2. The CCEI Subscales
The degree of association between the CCEI subscale scores and postnatal depressive 
symptomatology was measured by means of the Pearson correlation for the 62 
participants from whom both antenatal and postnatal data was collected.
Significant correlations were found between the scores on the subscales of the CCEI 
included with the LQ and scores on the EPDS.
A significant correlation was found between scores on the antenatal anxiety CCEI 
subscale and scores on the EPDS (r = .47, p< 0.001).
A significant correlation was found between scores on the antenatal depression CCEI 
subscale and scores on the EPDS (r = .42, p < 0.001).
A significant correlation was found between scores on the antenatal somatic CCEI 
subscale and scores on the EPDS (r = .52, p < 0.001).
3.9.2.1 Antenatal and Postnatal Depression
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In light of the significant correlation found between scores on the antenatal depression 
CCEI subscale and scores on the EPDS, a chi-square was conducted to further explore the 
relationship between antenatal and postnatal depression. A significant association was 
found between participants who scored highly on the antenatal CCEI depression subscale 
and those who scored highly on the EPDS. Of the 7 participants whose scores on the 
EPDS suggested possible cases of postnatal depression, 6 participants scored highly on 
the antenatal measure for depression (Chi-square =13.47, df = 1, p < 0.001).
EPDS scores
TotalLow scorers 
<10
High scorers 
>=10
CCEI
Antenatal
Depression
Low
scorers
<4 44 .1 ' 45
High
Scorers 11 6 17
Total
>=4
55 7 62
3.10. Multivariate Analysis
A stepwise regression analysis was conducted to assess associations between the measure 
of postnatal depressive symptoms (continuous EPDS scores) and potential predictor 
variables assessed antenatally. To determine those variables which were most important 
contributors to scores on the EPDS, variables which on their own correlated significantly 
with EPDS scores, but were not correlated with each other, were entered into the analysis. 
Restricted expression of affect scores were entered categorically. The CCEI scales and 
propriety scores were entered dimensionally. A stepwise regression analysis suggested 
that scores on the somatic CCEI scale (multiple R = .52; R square = .27; F = 22.14, p , 
0.001) and scores reflecting the personality trait of restricted expression of affect as 
measured antenatally on the obsessive-compulsive subscale of the SNAP (multiple R = .
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60; R square = .37; F = 16.92, p<0.001) explained the most variance of the EPDS 
scores out of the variables tested. No other variables entered the equation.
Regression 
Model Summary
Dependent variable: EPDS Score
Method: Stepwise (Criteria: Probability-of-F-to-enter<= .05, Probability-of-F-to- 
remove>= .10).
Model
Variables
R R Square Adjusted R SquareEntered Removed
1 Somatic .52 .27 26
2
Restricted 
Expression of 
Affect
• .60 .37 .34
Independent variables: (Constant), somatic scores, restricted expression of affect scores
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4. DISCUSSION
The mean Edinburgh Postnatal Depression Scale score for this study was is in keeping 
with similar studies utilising this scale (Leverton and Elliott, 1989) in community 
populations. Similarly the identified incidence of probable postnatal depression for 
participants in this study is in line with findings in previous research (Warner et al, 1996).
Although a number of women could be identified as probable cases of postnatal 
depression, comparisons between depressed and non-depressed groups were not 
conducted. In an attempt to more fully explore the experience of postnatal dysphoria, the 
full range of postnatal well-being was investigated, in line with the hypothesis that 
obsessive-compulsive personality traits increase the probability of experiencing 
depressive symptomatology after childbirth. It was hoped that this would allow access to 
more sensitive information than a simple dichotomy of “depressed” and “not depressed”. 
A dichotomous view of postnatal depression, identified using a cut-off of 13 on the EPDS 
for example, could be seen to waste valuable data since by dividing the sample, women 
who scored 2 on the EPDS would be treated equivalently to those who scored 12. As the 
EPDS has been validated as a continuous measure (Green, 1998) it appeared reasonable 
to make fuller use of the information contained in the data. Such an analysis, it was 
hoped, might assist clinicians in gaining a deeper understanding of the range of maternal 
mood in new mothers, particularly important in the primary care setting. Women who 
might not meet the diagnostic criteria for postnatal depression are still of relevance to the 
primary health care team who can be seen to be promoting psychological well-being and 
as such do not limit their interventions to the clinically depressed. Mothers experiencing 
low mood, although not clinically depressed, still require extra support and monitoring by 
the team, preventative work being essential in combating the development of clinical 
depression in these women.
Further, given the smaller size of the sample recruited in this study, the group of women
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identified as probable cases of postnatal depression was not large enough to conduct a 
statistically meaningful analysis. Small study sizes have been a limitation frequently 
identified by researchers assessing the literature on postnatal depression (Small et al, 
1997). A dimensional analysis of EPDS scores was thus adopted in line with the 
hypothesis that obsessive-compulsive personality traits increase the probability of 
experiencing depressive symptomatology after childbirth in preference to a categorical 
analysis in order to maximise statistical power. It is recognised, however, that an analysis 
of depressed and nondepressed groups with regard to postnatal depression might reveal 
interesting and valuable information - thus future research involving a larger sample 
might include such an analysis.
This multifactorial analysis thus attempted to explore the relationship between obsessive- 
compulsive personality traits and postnatal mood in light of the influence of a number of 
known risk variables. As an exploratory, preliminary investigation, it attempted to offer 
suggestions regarding the direction of further research.
Although the meaningfulness of the factor analysis conducted on the scales utilised in this 
study is possibly hampered by the small size of the sample, the hypothesis that obsessive- 
compulsive personality traits increase the probability of experiencing depressive 
symptomatology after childbirth was not fully explored due to the low internal reliability 
revealed on the obsessive-compulsive scale for this sample. Possible explanations for this 
are the fact that the Schedule for Nonadaptive and Adaptive Personality was developed 
and standardised on an American, male and female, college population. The present 
sample thus differs significantly with regard to nationality, cultural background, 
exclusively female representation and pregnancy.
Interestingly, in another study using the full SNAP (Clark et al, 1996), the obsessive- 
compulsive subscale was found to be less internally consistent (alpha = .63) than the other 
diagnostic subscales (alpha = .72 to .83) for five groups including 216 male and 345
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female college students; 102 adolescent; and 2 patient samples (Ns = 107 and 40 
respectively). In general, the diagnostic scales (including the obsessive-compulsive scale) 
have been found to be less internally consistent than the trait and temperament scales 
(including the Propriety and Workaholism Scales). Although this is to some extent to be 
expected, as personality disorders are defined as sets of traits that may or may not co-vary 
in the population, some level of coherence is expected in personality scales.
Although the obsessive-compulsive subscale was not investigated, the relationship 
between propriety, workaholism and postnatal depressive symptomatology was explored, 
both the Workaholism and Propriety Trait Scales measuring important aspects of 
obsessive-compulsive personality.
Traits reflected in the Workaholism Subscale of the SNAP were not found to be 
significantly associated with postnatal depressive symptomatology. Although this trait 
does not appear to be an influential factor in the development of postnatal depressive 
symptoms, it could be argued that the Workaholism Subscale has a number of limitations 
with regard to this sample. The tendency to value work over pleasure is a trait which 
might be considered vulnerable to the influence of gender. Male participants have been 
found to score significantly higher on this trait than females (Clark et al, 1996). This may 
be due, in part, to the wording of the questions which tend to equate work with formal, 
paid employment. Many women in this sample were not in full time employment or were 
uncertain about returning to work after the birth of the baby. A clearer reference to 
household or work in the home, as opposed to the formal employment which is implied in 
the questionnaire, would have possibly been more appropriate. Further, many women 
might feel discouraged to acknowledge a preference for work over family as this could be 
viewed as socially undesirable - a break with social convention which places value on 
women’s roles as mother and caretakers over career roles. This may be particularly true 
of participants who score highly with regard to propriety, where adherence to social rules 
is emphasised.
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Despite the low internal reliability of the SNAP obsessive-compulsive subscale, it had 
been selected in preference to many other available questionnaires as the individual items 
had been identified as meaningful in the light of clinical experience. Thus, further 
information regarding the individual items and their relationship to postnatal mood was 
obtained. Participants whose scores reflected the obsessive-compulsive personality trait of 
restricted expression of affect were found to possibly be more vulnerable to the 
development of postnatal dysphoria. This trait is marked by the highly controlled or 
stilted expression of affection and difficulty in expressing tender feelings and could be 
seen to affect the quality of relationships such individuals might establish. Given the 
protective nature of satisfactory relationships in the aetiology of postnatal depression, 
such patterns of behaviour might increase women’s vulnerability in that it hinders the 
influence of the protective role of relationships. The suggestion that the association of this 
trait with postnatal dysphoria may be due to the fact that the tense control of emotions and 
interpersonal reserve displayed by such individuals would make it difficult for them to 
make use of the support networks available is explored further below. Alternatively, 
women who display a tendency to restrict their expression of affect, exerting tense control 
over their emotions might be more vulnerable to dysphoric mood as their feelings of 
unhappiness, anger or even dissatisfaction regarding their relationships are turned inward.
Findings regarding the relationship between obsessive-compulsive personality traits and 
postnatal depressive symptoms may have been influenced by the timing of the postnatal 
data collection. The collection of EPDS scores at 8 to 12 weeks postnatal may have 
resulted in a number of cases of postnatal dysphoria being missed. Future research might 
include measurement of postnatal depressive symptoms at various stages across the 
postnatal period in order to maximise detection. Follow up at 20-26 weeks postnatal, for 
example, would serve to detect cases of later onset of depressive symptoms, as postnatal 
depression could have an onset at any time in the postnatal months (Holden, 1994). In 
particular, it could be argued that obsessive-compulsive traits might in fact not increase
125
vulnerability in the early stages of motherhood. Many women might still able to 
maintain previous perfectionistic, inflexible coping strategies marked by mental and 
interpersonal control in the early period following the birth. However, as the full impact 
of the event is experienced, their strategies may no longer be effective. These women may 
thus experience onset of depressive symptoms later in the postnatal period. Consequently, 
it would be of interest to follow up high obsessive-compulsive, propriety and 
workaholism scorers.
Obsessive-compulsive personality traits were viewed in the context of a number of other 
variables. In keeping with previous research, background factors such as age, parity and 
marital status appeared not to increase risk for experiencing postnatal depressive 
symptoms. ,
Other known vulnerability factors were measured using the Leverton Questionnaire 
which measures identified vulnerability factors, including poor relationship with 
partner/husband; personal psychiatric history including postnatal depression for second 
time mothers; lacking a confidante; and high levels of anxiety as measured by the Crown- 
Crisp Experiential Index. In line with previous research, a significant association was 
found between vulnerability scores and postnatal depressive symptomatology. This 
finding confirms the usefulness of the LQ as a screening tool in the identification of 
women who might be vulnerable to the development of postnatal depressive symptoms.
A comparison of the means of the Propriety and Workaholism Scales with vulnerability 
to postnatal depression as measured on the LQ revealed no significant differences, 
suggesting that SNAP scores are not related to the vulnerability index used in the LQ.
This suggests that participants’ vulnerability to postnatal depression as identified by the 
LQ is not influenced by personality variables as measured on the Propriety and 
Workaholism Sub-scales of the SNAP - that personality and vulnerability factors 
identified in this study might exert separate and independent influences. Propriety and
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workaholism traits, it is suggested, do not in themselves increase the likelihood of 
experiencing identified vulnerability factors in the aetiology of postnatal depression.
A closer look at the LQ suggested that in particular, for this sample, dissatisfaction with 
their partner or marital relationship significantly increased their risk for the development 
of postnatal depressive symptomatology. Childbirth is clearly an important event in any 
relationship. For some couples the associated stress may lead to a decline in their 
relationship. It is hardly surprising that new mothers who have to cope with the additional 
stress of a dysfunctional relationship at this already stressful time often experience 
postnatal dysphoria. Many previous studies support the finding that the presence of 
relationship dysfunction prior to the birth of the baby predicts postnatal depressive 
symptoms (Boyce et al, 1991; Gotlib et al, 1991).
Of interest was the finding of an association between the obsessive-compulsive 
personality trait of restricted expression of affect and dissatisfaction with one’s 
relationship. It is suggested that women who tend not to express their feelings easily, 
tending to have relationships which are serious and formal, might be more likely to 
develop poor marital/partner relationships. This trait, which is marked by the highly 
controlled or stilted expression of affection and difficulty in expressing tender feelings, 
could be seen to affect the quality of relationships such individuals might establish. Given 
that marital satisfaction not only reduces the risk of experiencing postnatal depressive 
symptoms (O’Hara and Swain, 1996) but can in fact be seen to protect vulnerable women 
(Marks et al, 1996), such a trait can be seen to not only increase vulnerability, but also to 
hinder the influence of the protective role of relationships.
This finding also highlights the importance of considering that many risk factors in the 
aetiology of this phenomenon are inter-related and thus may not be independently 
associated with symptoms of postnatal depression. It stresses the importance in future
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research of ensuring that studies attempt to account for the complexity of relationships 
between vulnerability factors rather than viewing them in isolation.
Also included with the LQ in calculating the vulnerability score, are the CCEI measures 
of antenatal anxiety, depression and somatic symptoms which revealed an association 
with postnatal depressive symptomatology. Antenatal anxiety has been identified in 
previous research (Playfair and Gowers, 1981; Watson et al, 1984) as a vulnerability 
factor in the development of postnatal depression and is included in the vulnerability 
score of the LQ. This study appears to confirm previous findings that antenatal anxiety is 
a vulnerability factor in the development of depressive symptoms after childbirth. 
Depression and somatic complaints during pregnancy, despite having a significant 
association with postnatal depressive symptomatology in this sample, are not included in 
the LQ vulnerability score.
The term postnatal depression implies a phenomenon that develops after birth. However, 
studies which have examined women’s emotional well-being during pregnancy have 
consistently found rates of depression (Whiffen, 1992; Green and Murray, 1994) and 
levels of severity (O’Hara et al, 1990) similar to those reported postnatally. The presence 
of antenatal depressive symptoms in this sample supports studies which identify 
depressive symptoms in the third trimesters of pregnancy for women who were later 
classified as postnatally depressed (Cutrona, 1983). The highly significant correlation 
between antenatal depression scores and EPDS scores identified in this study suggests 
that the existence of antenatal depressive symptoms is a vulnerability factor in the 
development of postnatal depressive symptoms. This finding also raises questions as to 
whether ante and postnatal depression are distinct phenomena or part of a continuum 
occurring across delivery. Although it is recognised that the sample involved in this study 
is small, the significant finding that 85.7% of the participants whose EPDS scores 
suggested possible cases of postnatal depression had high antenatal depression scores, 
suggests that for these women their depressive symptoms following childbirth are
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possibly a continuation of an episode that commenced during, or even before 
pregnancy, rather than a new episode etiologically related to postpartum events.
Individuals who are depressed are known to demonstrate generalised disturbances in 
interpersonal functioning (Gotlib and Whiffen, 1991). Since postnatal depressive 
symptomatology in this study was associated with both depressive symptoms during 
pregnancy and poor marital/partner relationships, it is possible that these two factors 
might be linked, in that depressive symptoms during pregnancy might negatively affect 
women’s marital relationships, or that low mood may develop as a consequence of 
relationship dissatisfaction.
Further, if postnatal depressive symptoms are possibly a continuation of an episode that 
commenced prior to pregnancy, it raises the question as to the relationship between 
postnatal and non-postnatal depression. Controversy exists as to the nature of this 
relationship, with some researchers suggesting that these diagnoses cannot be 
differentiated, that postpartum depressive symptoms do not differ qualitatively from 
symptoms of depression not precipitated by childbirth (Whiffen, 1992).
Somatic complaints and anxiety during pregnancy were found in this sample to have a 
significant association with postnatal depressive symptomatology, suggesting that they 
are indicators of women who might be more vulnerable to developing postnatal 
depressive symptoms. However, women who are depressed during pregnancy or 
postnatally are frequently described as excessively concerned about somatic features and 
anxiety regarding physical problems with the pregnancy and the baby (Cox, 1986). The 
strong correlation between these variables suggests that they are possibly measuring a 
similar factor - that depressive symptoms are being displayed in the form of 
preoccupation with somatic concerns and anxiety regarding the pregnancy. Alternatively, 
women who experience their pregnancies as uncomfortable might be vulnerable to feeling 
depressed.
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Further, the LQ was initially developed as a screening tool and validated on women in 
their first trimester of pregnancy. Women recruited in this study were in their last 
trimester and participants’ responses to the CCEI scales in particular may have been 
influenced by this fact. Questions in these subscales frequently endorsed by participants, 
referring to shortness of breath, sickness and indigestion, poor sleep and faintness for 
example, might have been influenced by the fact that these symptoms are common in 
women in their last stage of pregnancy. Despite this, the CCEI subscales and LQ as a 
whole were able to identify a vulnerability to the development of postnatal depressive 
symptoms in a sample of women in their third trimester of pregnancy, suggesting its 
usefulness as a screening tool even in the later stages of pregnancy.
Of note is the finding that those participants who did not respond to requests to complete 
the antenatal questionnaire tended to display greater levels of postnatal depressive 
symptomatology. This suggests that women who are difficult to access antenatally might 
be at greater risk for the development of postnatal depressive symptoms. Previous studies 
(Cox, 1983; Seeley et al, 1996) have highlighted that women who are depressed are less 
frequent clinic attenders than women who are well. It has been suggested that women 
who are depressed are too limited by their symptoms to make contact with primary health 
care teams (Hearn et al, 1998). This study appears to confirm that these vulnerable 
women might be difficult to access and that this difficulty in contacting them may not 
only be associated with the onset of postnatal depressive symptoms but that they might be 
difficult to access even during pregnancy.
Of further concern is that ad hoc information provided by the health visitors at the 
surgeries involved in this study revealed that the 2 identified women for whom no data 
was collected are known to have mental health problems. Again this suggests that women 
who are most difficult to access may in fact be the most vulnerable.
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Having a psychiatric history is a recognised factor in the development of postnatal 
depression and is a factor identified by the LQ which contributes to the vulnerability 
score. Although no significant relationship was identified between past psychiatric history 
and postnatal depressive symptoms in this study, it is worth considering that participants 
with mental health problems might generally have been more difficult to access in this 
study and thus have been underrepresented in the antenatal data. As discussed above, 
patients with mental health problems are notoriously difficult to access, often not 
responding to questionnaires or routine monitoring procedures by health care workers 
(Hearn et al, 1998).
However, the discrepancy in numbers between antenatal and postnatal responders was 
possibly influenced by data collection techniques. Postnatal questionnaires were more 
readily accessible as they were completed at the postnatal check-up which patients only 
rarely do not attend. However, antenatal questionnaire collection was conducted via post, 
a data collection method known to have a low response rate. A return rate of 10 to 40% 
has been suggested (Barrett, 1995). The return rate for this study of 59.3%, although 
higher than suggestions in the literature, still appears to have resulted in a biasing of the 
sample.
Many of the above factors appear to independently play significant roles in the aetiology 
of postnatal depressive symptoms. A regression analysis was used in an attempt to 
identify the relative importance of each of the independent variables identified in this 
study in the aetiology of postnatal depressive symptomatology. To determine those 
variables which were most important contributors to scores on the EPDS, variables which 
in isolation appeared to increase risk of experiencing postnatal depressive symptoms were 
entered into a linear regression. A multiple regression suggested that of the factors under 
investigation, antenatal somatic symptoms and restricted expression of affect explained 
the most variance of the EPDS scores.
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As mentioned above, this finding might suggest that women who are depressed during 
pregnancy might be more highly concerned about somatic features and anxiety regarding 
physical problems with the pregnancy and the baby (Cox, 1986). The strong correlation 
between these variables suggests that they are possibly measuring a similar factor - that 
depressive symptoms are being displayed in the form of preoccupation with somatic 
concerns and anxiety regarding the pregnancy. Alternatively* women who experience 
their pregnancies as uncomfortable might be vulnerable to feeling depressed. The 
controlled or stilted expression of affection and difficulty in expressing tender feelings 
could be seen, as described above, to play an influential role in the aetiology of postnatal 
depressive symptomatology in a number of ways. The restricted expression of affect 
might negatively affect the quality of these women’s relationships with partners, thus 
increasing their vulnerability to postnatal depressive symptomatology by hindering the 
influence of the protective role of relationships. This argument appears supported by the 
finding of an association between this trait and the dissatisfaction with ones’ relationship. 
Alternatively, this trait may operate in isolation: in that women who display a tendency to 
restrict their expression of affect, exerting tense control over their emotions, might be 
more vulnerable to dysphoric mood as their feelings of unhappiness, anger or even 
dissatisfaction regarding their relationships are turned inward.
4.1. Limitations of Study
Although a number of limitations and suggestions for future research have already been 
identified, further considerations should be highlighted with regard to the above findings. 
Due to limitations arising from conducting research in a limited time frame, the sample 
size was less than optimum. A larger sample size would have allowed for a fuller 
exploration of the area under consideration. A larger sample might have allowed for an 
investigation of possible differences between depressed and non-depressed participants 
contributing further valuable information to the findings. Since much research in the area 
of postnatal depression has reported findings regarding depressed and non-depressed 
groups, it might also have allowed for greater ease in providing comparisons with past
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research. The value, however, of exploring the full range of maternal mood, 
particularly in the primary care setting, should not be undervalued.
A larger sample might also have assisted in the study of personality factors. The 
relationship between OCPD and postnatal depression, as opposed to obsessive- 
compulsive personality traits and depressive symptomatology, might have provided 
further insights to our understanding in this area. However, given the 1% prevalence of 
OCPD in community samples (American Psychiatric Association, 1994) and the 9 to 13% 
prevalence of postnatal depression (Paykel et al 1980; Cox 1983; Kumar and Robson 
1984; O’Hara et al 1990; O’Hara and Swain, 1996) a large sample size would have been 
essential for a meaningful investigation of this nature.
The obsessive-compulsive trait restricted expression of affect, was found to play a 
significant role in the aetiology of postnatal depressive symptomatology - however this 
finding, derived through regression analysis, should be considered with caution, due to 
the small number of items used in the SNAP to identify this trait and the small size of the 
sample under investigation. In the case of stepwise regression a cases-to-independent 
variable ratio of 40 to 1 is recommended for a statistically meaningful result (Tabachnick 
and Fidell, 1996). Despite the small size of the present sample, a regression was 
conducted as an exploratory technique for the purpose of eliminating superfluous 
variables in order to focus future research.
Although antenatal somatic symptoms and restricted expression of affect was found to 
account for most of the variance in EPDS scores of the factors studied, it did not explain 
all the variance - suggesting that a number of other factors may need to be explored in 
future research. A review of the literature in the area of postnatal depression identifies a 
wide variety of possible factors in the aetiology of the disorder. A number of these factors 
were not included in the present study and might need to be explored in future research in 
relation to those variables identified as significant in this study. For example, this study
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does not account for biological, obstetric and gynaecological factors, nor does it 
consider the mother’s own relationship with her mother in the development of postnatal 
depressive symptoms.
Since previous research (Kumar, 1994) has confirmed that risk factors are largely 
psychosocial in nature, the exclusion of biological, obstetric and gynaecological factors is 
possibly acceptable. However, this does not account for the impact of women’s own 
relationships with their mothers - a well researched risk factor in the aetiology of 
postnatal depressive symptoms. Further exploration of such childhood relationships might 
also contribute to our understanding of the development of personality traits suggested as 
useful in our understanding of postnatal dysphoria in the present study.
Similarly, this study does not account for a variety of cultural factors that might play a 
significant role in the aetiology of postnatal depression. It is suggested, as has been the 
case in other related research, that studies need to address both individual and wider 
social, environmental predictors.
The limitations of pen-and-paper methods for research should also be considered. While 
interviews allow for greater flexibility, the rigid structure of self-report personality 
questionnaires might, for example not allow any means to ensure that traits rather states 
or situations are being assessed. Interviews allow the opportunity to ask for information 
regarding frequency over time and situations of various behaviours and feelings. 
Interviews also allow the opportunity to observe behaviour, tone of voice and other 
indirect communications which can provide valuable diagnostic information often lost in 
pen-and-paper methods of assessment.
Finally, it is important to consider our stance as researchers in this field. Researchers 
should be careful not to imply, albeit unintentionally, that the occurrence of postnatal 
depressive symptoms in some women is due to some internal or personal deficit. The
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focus on personality and other individual risk factors with regard to aetiology, the 
general focus of research on personal precursors and correlates of postnatal dysphoria, 
frequently focus on the individual - running the risk of suggesting they have failed in the 
process of adaption to birth and new baby. In so doing, the impact of the broader social 
system in this process is lost.
4.2. Implications for Intervention
The above findings pose a number of considerations in the prevention and treatment of 
postnatal depression. If women are identified antenatally as having vulnerable personality 
traits, supportive therapy aimed at bolstering their coping styles and problem solving 
might be helpful in general. More specific treatment aimed at overcoming particular 
personality dysfunction, such as the restricted expression of affect, might also be 
necessary. Such women might need to be encouraged with regard to revealing feelings, 
especially within the context of their marital relationships. If personality problems are 
more severe, psychotherapy may be indicated.
Given the apparent importance of the marital relationship in the aetiology of postnatal 
depressive symptomatology, relationship counselling in vulnerable women might be 
indicated. Marital therapy has been found to be effective in the treatment of postnatal 
depression (Krause and Redman, 1986). The inclusion of partners in antenatal groups 
preparing for the puerperium might also be beneficial. This study, as does other related 
research, suggests that interventions should address both individual and wider contextual 
predictors.
In the light of the finding that vulnerable women tend not to express their feelings easily, 
primary care workers and health professionals working with pregnant women and new 
mothers might need to look more carefully for indicators of depressive symptoms rather 
than relying on reports from these women. It suggests that time and patience is required in 
encouraging these women to express their feelings if primary health care team members
135
are to ensure that they obtain an accurate picture of their mood and experience.
Engaging such women in a therapeutic relationship may be difficult. Group therapy, an 
intervention found to have been useful in the treatment (Morris, 1987) and prevention 
(Elliott, et al) of postnatal depression, may be even more difficult for women who tend to 
display high levels of interpersonal control.
Even more significantly, it is possible that those who do not respond to routine contacts, 
who are in fact most difficult to contact, are possibly most at risk. Reliance on routine 
appointments and structures, for the purpose of education, establishing a supportive 
relationship and screening for postnatal depression, are possibly not sufficient in the 
prevention and detection of postnatal depressive symptomatology, as it is likely that those 
who do not respond are possibly most at risk. This inaccessibility has implications for the 
routine treatment and prevention of postnatal depression, suggesting that the primary 
health care team cannot rely on these structures to identify those who are depressed, but 
should make every effort to follow up those patients who do not attend antenatal and 
postnatal checks. This finding highlights that an important part of introducing postnatal 
screening systems at the primary health care level is ensuring good record keeping. It is 
essential that all women, including those more difficult to access, receive an appropriately 
sensitive screening interview or questionnaire such as the EPDS.
Much research has focussed on the development of instruments that screen for postnatal 
depression, while little attention has been devoted to constructing instruments for 
predicting the occurrence of postnatal depressive symptoms. The LQ is one of the few 
identified questionnaires. Further research into the risk factors associated with postnatal 
depression might provide guidelines for the development of further screening tools. 
However, given that those women who were most vulnerable did not complete the pen- 
and-paper tests delivered and that, as discussed earlier, valuable information is often lost 
in the absence of direct contact with participants the use of pen-and-paper screening tools 
is possibly limited. Although useful it appears necessary that they are used in conjunction
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with the active participation of the midwife and health visitor who can directly follow 
up women who do not respond as well as collect qualitative information during face-to- 
face contacts.
4.3. Conclusion
In conclusion, in spite of a number of caveats regarding the methods and execution of this 
study, it does appear to make a contribution to the understanding of possible factors that 
might increase women’s vulnerability to developing postnatal depressive symptoms. It 
highlights the direct and indirect influence of a number of factors on the development of 
postnatal depressive symptoms. As an exploratory investigation, it offers ideas regarding 
the direction of future research.
Although the presence of antenatal somatic symptoms and restricted expression of affect 
appear to play an important role in the development of postnatal depressive 
symptomatology, it is suggested that no unique personality style exists that might render 
women vulnerable to postnatal depression. It is more likely that there are a number of 
traits which, either alone or in conjunction with others, render women vulnerable. Further, 
these traits should be understood against the backdrop of a number of contextual factors, 
including relationship dissatisfaction, antenatal depression, anxiety, and somatic factors. 
This study goes some way toward building a preliminary dynamic, multifactorial model 
of postnatal depression for development in future research. It is suggested that future 
research needs not only to attempt to identify risk factors in the development of postnatal 
depressive symptoms, but also to provide a clearer understanding of the complex 
interrelationships among these predictors.
While it is difficult to disentangle cause and effect, the impression given by the results of 
this study is that women who experience greater somatic symptoms antenatally and 
whose personalities are marked by the obsessive-compulsive trait of restricted expression
of affect are more likely to experience postnatal depressive symptomatology after 
childbirth.
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APPENDIX I 
Merton, Sutton and Wandsworth Health Authority 
St George’s Healthcare/Pathfinder/Community
Patient Information Sheet 
Reference Number 97.78.12
The psychologist at the surgery is doing a study to look at how women respond to the 
birth of a new baby.
As part of this study you will be asked to complete two questionnaires. The first 
questionnaire (enclosed) asks you questions about your pregnancy and your attitudes, 
opinions, interests, feelings, and other characteristics. Approximately 6 weeks after your 
baby has been bom you will be asked to complete another brief questionnaire, as is 
routine at the surgery, about how you are feeling. No further participation is required.
Your participation in the study is completely voluntary. No inconvenience, discomfort or 
benefit will be experienced in taking part in this study.
All personal information will be treated as strictly confidential.
For many women the birth of a new baby can be a difficult time. Your health visitor will 
be in regular contact with you following the birth and can provide advice if you are
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struggling to cope or feeling low in mood.
If you have any further queries or concerns your GP or health visitor should be able to 
help. Alternatively please contact Louise George (clinical psychologist), Balham Park 
Surgery, 92 Balham Park Road, London, SW12 8EA.
Signed by the person in charge of the project
C. L. George 
Clinical Psychologist
The Local Research Ethics Committee has approved the above statement.
Signed by the Chair of the Ethics Committee
Date Index No. of Protocol: 97. 78. 12
Merton, Sutton and Wandsworth Health Authority 
Refer to information sheet, reference number 97.78.12 
Consent Form
I have read the enclosed information sheet and agree to take part in the study.
Signed:
Date:
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APPENDIX II
ANTENATAL CLINIC QUESTIONNAIRE FOR WOMEN WHO ALREADY 
HAVE CHILDREN
Please complete the questionnaire below and return it, in the stamped envelope 
provided to the Balham Park Surgery.
PLEASE CIRCLE YOUR ANSWERS
NAME:
DATE: ,
DATE OF BIRTH:
1. When is your baby due?
Day Month Year 
So how many weeks pregnant are you?
Are you planning to move from the Balham area before or soon after the birth of your 
baby? Yes No
2. How many children do you have?
3. How old are they?Boys .............  Girls........ .
4. How many times have you been pregnant before now?
5. Have you ever had:
(a) a termination of pregnancy? Yes No
(therapeutic abortion)
(b) a miscarriage? Yes No
(c ) a stillbirth? Yes No
6. Was this pregnancy planned?
Yes Not exactly (please explain) No
7. Did you have any difficulty in getting pregnant? Yes No
(a) If yes, had you been trying for more than 1 year
More than 2 years 
More than 3 years
(b) If yes, did you have any treatment for infertility? Yes No
8. Are you pleased to be pregnant now?
Yes Mixed Feelings No
9. Have you at any time regretted that you became pregnant?
Not at all Initially For several weeks Still do
10. Before you became pregnant were your periods regular?
Yes Usually No
(a) Before you were pregnant were your periods painful?
Never Sometimes Often Always
(b) Before you became pregnant did you get tense before a period?
Never Sometimes Often Always
(c) Before you were pregnant did you get irritable before a period?
Never Sometimes Often Always
11. Were you more tearful than usual in the first two weeks after the birth of any of your 
children? (The “Baby Blues”)
Yes No
(a) Did you feel much more tense or depressed than usual during the first three 
months after the birth of any of your children?
Yes No .
(b) If yes, about how long did the feelings last?
 ....weeks
(c) If yes, did you go to anyone for help?
Friend
159
Relative 
Health visitor 
GP
Psychologist
Psychiatrist
Other (please specify)
12. Would you describe your general health as:
Good Fair Poor (Please give brief details including any medication you are 
taking)
13. Have you ever seen your GP for trouble with your “nerves”? (Other than during the 
first three months after having a baby)
Yes No
14. Has your doctor ever given you any tablets (or medication) for “nerves”, depression, 
anxiety or sleep? (Other than during the first three months after having a baby).
; Yes No
15. Can you remember the name of the tablets (or medicine)?
16. Did your doctor arrange for you to see a specialist such as a psychiatrist, clinical 
psychologist or community nurse?
No Yes, I saw a ............................(please specify).
If yes,
(a) Was this as an outpatient
Or in your home 
Or as an inpatient
(b) Are you still receiving treatment?
Yes No I stopped going  .........
Month Year
17. Are you married? Yes No 
If no, are you:
Living with boyfriend
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Single
Divorced
Widowed
Separated
Other (please specify)
IF YOU ARE SINGLE AND DO NOT CURRENTLY HAVE A BOYFRIEND GO ON 
TO QUESTION 22
18. In general how would you say you and your partner get on together?
Very well Satisfactorily Not very well
19. Do you ever wonder whether your partner loves you?
Never Sometimes Often Always
20. Do you ever wonder whether you love your partner?
Never Sometimes Often Always
21. On the whole how do you feel about your relationship with your partner?
Very satisfied Satisfied A little satisfied Not satisfied
22. Do you feel that your partner is there when you need him (for practical help, support, 
to listen)?
Never Sometimes Often Always
23. If you have a problem do you prefer to solve it yourself?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with your partner?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with a relative?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with a friend?
Never Sometimes Often Always
24. Do you feel that there is a friend (or relative) available when you need someone (for
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practical help, support, to listen)?
Never Sometimes Often Always
25. Can you confide in your partner as much as you would like?
Never Sometimes Often Always
26. Have you been under stress recently? Yes No 
If yes, please state briefly what the stress is.
27. Do you have any housing problems? Yes No 
If yes, please state briefly what the problem is.
28. Would you say you have financial problems?
Yes No No more than other people
29. Are you working at present? Yes No
(a) Do you plan to return to work after the baby is bom?
Yes No Not sure
(b)What is your job?
30. What work does your partner do?
These next questions are concerned with the way you feel or act. They are all simple. 
Please circle the answer that applies to you. Don’t spend long on any one question.
1. Do you often feel upset for no obvious reason?
No Yes
2. Are you troubled by dizziness or shortness of breath?
Never Often Sometimes
3. Can you think as quickly as you need to?
Yes No
4. Have you felt as though you might faint?
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Frequently Occasionally Never
5. Do you often feel sick or have indigestion?
Yes No
6. Do you feel that life is too much effort?
At times Often Never
7. Do you feel uneasy and restless?
Frequently Sometimes Never
8. Do you sometimes feel tingling or pricking sensations in your body, arms or legs?
Rarely Frequently Never
9. Do you regret much of your past behaviour?
Yes No
10. Do you sometimes feel really panicky? \
Yes No
11. Has your appetite got less recently?
No Yes
12. Do you wake unusually early in the morning?
Yes No
13. Would you say you were a worrying person?
Very Fairly Not at all
14. Do you feel unduly tired and exhausted?
Often Sometimes Never
15. Do you experience long periods of sadness?
Never Often Sometimes
16. Do you often feel “strung up” inside?
Yes No
17. Can you get off to sleep alright at the moment?
No Yes
18. Do you have to make a special effort to face up to a crisis or difficulty?
Very much so Sometimes No more than anyone else
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19. Have you ever had the feeling you were going to “pieces”?
Yes No
20. Do you often suffer from excessive sweating or fluttering of the heart?
No Yes
21. Do you find yourself needing to cry?
Frequently Sometimes Never
22. Do you have bad dreams which upset you when you wake up?
Never Sometimes Frequently
23. Has your sexual interest altered?
Less The same Greater
24. Have you lost the ability to feel real sympathy for other people?
No Yes
Below you will find a series of statements a person might use to describe his/her 
attitudes, opinions, interests, feelings, and other characteristics.
Read each statement and decide how well it describes you. If the statement is TRUE 
or MOSTLY TRUE for you circle T. If the statement is FALSE or MOSTLY 
FALSE for you, circle F.
Please answer every statement, even if you are not completely sure of your answer.
Read each statement carefully, but don’t spend too much time deciding on any one 
answer.
NOTE: Do not be concerned if you find that some of the statements are similar to 
each other. Answer each item on its own without concern for your other answers.
1. I enjoy work more than play. T F
2. I like to keep my dignity at all costs. T F
3 .1 consider it very important to have a good reputation in the community. T F
4. People say I neglect other important parts of my life because I work so hard.T F
5. When I start a task, I am determined to finish it. T F
6 .1 am disgusted by foul language. T F
7 .1 believe in playing strictly by the rules. T F
8 .1 put my work ahead of being with family and friends. T F
9 .1 always like to know if what I'm doing is the proper thing to do. T F
10. Most people stay friends only as long as it is to their advantage. T F
11.1 often keep working on a problem even if I am very tired. T F
12. It is important to be polite at all times. T F
13. Even when I have done something very well, I usually demand that
I do better the next time. T F
14.1 am usually right. T F
15. High moral standards are the most important things parents can 
teach their children.
16. My work is more important to me than anything else.
17. It is terribly rude to be even a little late for appointments.
18.1 tend to value and follow a rational, "sensible" approach to things.
19. Poor table manners don't particularly offend me.
20. People say that I drive myself hard.
21. People today aren't concerned enough about good manners.
22.1 often keep working on a problem long after others have given up.
23. When I decide things, I always refer to the basic rules of 
right and wrong.
24 .1 never get so caught up in my work that I neglect my 
family and friends.
25.1 wear clothes that are proper, even if they are uncomfortable.
26.1 deserve special recognition.
27. It is always important for me to be dressed correctly for the occasion.
28.1 greatly dislike it when someone breaks accepted rules of 
good behaviour.
29. I've been told that I work too hard.
30.1 don't mind sharing my things with others.
31.1 don't consider a task finished until it's perfect.
32. It makes me very uncomfortable to be underdressed at an event.
33. Some people say that I put my work ahead of too many other things.
34.1 push myself to my limits.
35.1 am rather aloof and maintain distance between myself and others.
36. Higher standards of conduct are what this country needs most.
37. When I'm working on something, I'm not happy until all the details a 
taken care of.
38. Nothing would hurt me more than to have a bad reputation.
39. People sometimes tell me to slow down and "take it easy."
40.1 enjoy working hard.
41.1 believe that I am more strict about right and wrong that
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most people are, T F
42. No matter how busy I am, I always find some time to have fun. T F
43.1 prefer taking each day as it comes, rather than having some major 
goals set for my life. T F
44.1 insist on knowing what my family members are doing at all times. T F
47.1 don't get very upset when things go wrong. T F
48.1 have trouble throwing things out even if they are of no value to me. T F
49. Taking care of details is not my strong point. T F
50.1 never throw out anything if there's even a small chance that I might
need it sometime. T F
51.1 put things off so much that I sometimes miss deadlines. T F
THANK YOU VERY MUCH FOR COMPLETING THIS FORM 
Please return it to The Balham Park Surgery in the envelope provided.
45.1 sometimes have a hard time finishing things because I want 
them to be perfect. T F
46.1 have a happy-go-lucky attitude toward life, T F
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ANTENATAL CLINIC QUESTIONNAIRE FOR WOMEN WHO DO NOT HAVE 
ANY CHILDREN
Please complete the questionnaire below and return it, in the stamped envelope 
provided to the Balham Park Surgery.
PLEASE CIRCLE YOUR ANSWERS
TODAY’S DATE:
DATE OF BIRTH:
1. When is your baby due? ...... ....... .....
Day Month Year
So how many weeks pregnant are you?.......
Are you planning to move from the Balham area before or soon after the birth of your 
baby?
■ ■ 'Yes No
2. Have you any experience of looking after babies? Yes No
(a) done any baby sitting? Yes No
(b) changed a nappy? Yes No
(c) fed a baby? Yes No
(d) bathed a baby? Yes No
3. Have you close relatives/friends with small children? Yes No
4. Have you been pregnant before? Yes No
5. Have you ever had:
(a) a termination of pregnancy? 
(therapeutic abortion)
(b) a miscarriage? Yes No
Yes No
(c) a stillbirth? Yes No
6. Was this pregnancy planned?
Yes Not exactly No .
(please explain)
7. Did you have any difficulty in getting pregnant? Yes No
(b) If yes, had you been trying for more than 1 year
More than 2 years 
More than 3 years
(b) If yes, did you have any treatment for infertility? Yes
8. Are you pleased to be pregnant now?
Yes Mixed Feelings No
9. Have you at any time regretted that you became pregnant?
Not at all Initially For several weeks Still do
10. Before you became pregnant were your periods regular?
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Yes Usually No
(a) Before you were pregnant were your periods painful?
Never Sometimes Often Always
(b)Before you became pregnant did you get tense before a period?
Never Sometimes Often Always
(c) Before you were pregnant did you get irritable before a period?
Never Sometimes Often Always
11. Would you describe your general health as: ,
Good Fair Poor (Please give brief details including any medication you are 
taking)
12. Have you ever seen your GP for trouble with your “nerves”?
Yes No
13. Has your doctor ever given you any tablets (or medication) for “nerves”, depression, 
anxiety or sleep?
Yes No
14. Can you remember the name of the tablets (or medicine)?
15. Did your doctor arrange for you to see a specialist such as a psychiatrist, clinical 
psychologist or community nurse?
No Yes, I saw a  .............. ..... (please specify).
If yes,
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(c) Was this as an outpatient
Or in your home 
Or as an inpatient
(b) Are you still receiving treatment?
Yes No, I stopped going  ........
Month Year
16. Are you married? Yes No
If no, are you:
Living with boyfriend 
Single
Divorced ;
Widowed
Separated
Other (please specify)
IF YOU ARE SINGLE AND DO NOT CURRENTLY HAVE A BOYFRIEND GO ON 
TO QUESTION 22
18. In general how would you say you and your partner get on together?
Very well Satisfactorily Not very well
19. Do you ever wonder whether your partner loves you?
Never Sometimes Often Always
20. Do you ever wonder whether you love your partner?
Never Sometimes Often Always
■21. On the whole how do you feel about your relationship with your partner?
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Very satisfied Satisfied A little satisfied Not satisfied
22. Do you feel that your partner is there when you need him (for practical help, support, 
to listen)?
Never Sometimes Often Always
23. If you have a problem do you prefer to solve it yourself?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with your partner?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with a relative?
Never Sometimes Often Always 
If you have a problem do you prefer to talk it over with a friend?
Never Sometimes Often Always
24. Do you feel that there is a friend (or relative) available when you need someone (for 
practical help, support, to listen)?
Never Sometimes Often Always
25. Can you confide in your partner as much as you would like?
Never Sometimes Often Always
26. Have you been under stress recently? Yes No
If yes, please state briefly what the stress is.
27. Do you have any housing problems? Yes No
If yes, please state briefly what the problem is.
28. Would you say you have financial problems?
Yes No No more than other people
29. Are you working at present? Yes No
(b) Do you plan to return to work after the baby is bom? 
Yes No Not sure
(b)What is your job?
30. What work does your partner do?
These next questions are concerned with the way you feel or act. They are all simple. 
Please circle the answer that applies to you. Don’t spend long on any one question.
2. Do you often feel upset for no obvious reason?
No Yes
2. Are you troubled by dizziness or shortness of breath?
Never Often Sometimes
3. Can you think as quickly as you need to?
Yes No .
4. Have you felt as though you might faint?
Frequently Occasionally Never
5. Do you often feel sick or have indigestion?
Yes No
13. Do you feel that life is too much effort?
At times Often Never
174
14. Do you feel uneasy and restless?
Frequently Sometimes Never
15. Do you sometimes feel tingling or pricking sensations in your body, arms or legs?
Rarely Frequently Never
16. Do you regret much of your past behaviour?
Yes No
17. Do you sometimes feel really panicky?
Yes No
18. Has your appetite got less recently?
No Yes
19. Do you wake unusually early in the morning?
Yes No /
13. Would you say you were a worrying person?
Very Fairly Not at all
14. Do you feel unduly tired and exhausted?
Often Sometimes Never
15. Do you experience long periods of sadness?
Never Often Sometimes
16. Do you often feel “strung up” inside?
Yes No
17. Can you get off to sleep alright at the moment?
' No Yes
18. Do you have to make a special effort to face up to a crisis or difficulty?
Very much so Sometimes No more than anyone else
19. Have you ever had the feeling you were going to “pieces”?
Yes No
20. Do you often suffer from excessive sweating or fluttering of the heart?
No Yes
21. Do you find yourself needing to cry?
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Frequently Sometimes Never
22. Do you have bad dreams which upset you when you wake up?
Never Sometimes Frequently
23. Has your sexual interest altered?
Less The same Greater
24. Have you lost the ability to feel real sympathy for other people?
No Yes
Below you will find a series of statements a person might use to describe his/her 
attitudes, opinions, interests, feelings, and other characteristics.
Read each statement and decide how well it describes you. If the statement is TRUE 
or MOSTLY TRUE for you circle T. If the statement is FALSE or MOSTLY 
FALSE for you, circle F.
Please answer every statement, even if you are not completely sure of your answer.
Read each statement carefully, but don’t spend too much time deciding on any one 
answer.
NOTE: Do not be concerned if you find that some of the statements are similar to 
each other. Answer each item on its own without concern for your other answers.
2. I enjoy work more than play. T F
2. I like to keep my dignity at all costs. T F
3 .1 consider it very important to have a good reputation in the community. T F
3. People say I neglect other important parts of my life because
4. I work so hard. T
5. When I start a task, I am determined to finish it. T
6 .1 am disgusted by foul language. T
7 .1 believe in playing strictly by the rules. T
8 .1 put my work ahead of being with family and friends. T
9 .1 always like to know if what I’m doing is the proper thing to do. T
10. Most people stay friends only as long as it is to their advantage. T
11.1 often keep working on a problem even if I am very tired. T
12. It is important to be polite at all times. T
13. Even when I have done something very well, I usually demand that
I do better the next time. T
14.1 am usually right. T
15. High moral standards are the most important things parents can teach 
their children. T
16. My work is more important to me than anything else. T
17. It is terribly rude to be even a little late for appointments.
18.1 tend to value and follow a rational, "sensible" approach to things.
19. Poor table manners don't particularly offend me.
20. People say that I drive myself hard.
21. People today aren't concerned enough about good manners.
22.1 often keep working on a problem long after others have given up.
23. When I decide things, I always refer to the basic rules of 
right and wrong.
24.1 never get so caught up in my work that I neglect my 
family and friends.
25.1 wear clothes that are proper, even if they are uncomfortable.
26.1 deserve special recognition.
27. It is always important for me to be dressed correctly for the occasion.
28.1 greatly dislike it when someone breaks accepted rules of 
good behaviour.
29. I've been told that I work too hard.
30.1 don't mind sharing my things with others. T F
31.1 don't consider a task finished until it's perfect. T F
32. It makes me very uncomfortable to be underdressed at an event. T F
33. Some people say that I put my work ahead of too many other things. T F
34.1 push myself to my limits. T F
35.1 am rather aloof and maintain distance between myself and others. T F
36. Higher standards of conduct are what this country needs most. T F
37. When I'm working on something, I'm not happy until all the details are
taken care of. T F
38. Nothing would hurt me more than to have a bad reputation. T F
39. People sometimes tell me to slow down and "take it easy." T F
40.1 enjoy working hard. T F
41.1 believe that I am more strict about right and wrong that
most people are. T F
42. No matter how busy I am, I always find some time to have fun. T F
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43 .1 prefer taking each day as it comes, rather than having some major
goals set for my life. T F
44 .1 insist on knowing what my family members are doing at all times. T F
45.1 sometimes have a hard time finishing things because I want
them to be perfect. T F
46.1 have a happy-go-lucky attitude toward life. T F
47.1 don't get very upset when things go wrong. T F
48.1 have trouble throwing things out even if they are of no value to me. T F
49. Taking care of details is not my strong point. T F
50.1 never throw out anything if there's even a small chance that I might
need it sometime. T F
51.1 put things off so much that I sometimes miss deadlines. T F
THANK YOU VERY MUCH FOR COMPLETING THIS FORM 
Please return it to The Balham Park Surgery in the envelope provided.
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APPENDIX III
Merton, Sutton and Wandsworth Health Authority 
St George’s Healthcare/Pathfinder/Community 
Patient Information Sheet 
Reference Number 97.78.12
During your pregnancy you were sent a questionnaire as part Of a study by the 
psychologist at the Balham Park surgery, looking at how women respond to the birth of a 
new baby.
As part of this study you were asked to complete two questionnaires. We appreciated 
your completing the first questionnaire and ask you to complete the enclosed, final, brief 
questionnaire about how you are feeling. No further participation is required.
All personal information will again be treated as strictly confidential.
If you have any further queries or concerns please contact Louise George (clinical 
psychologist), Balham Park Surgery, 92 Balham Park Road, London, SW12 8EA.
Your participation is greatly appreciated.
C. L. George 
Clinical Psychologist
ifheris Name: 
dress: • /
y’sAge:
wreeb)
heris Age:
fou have recandy had a baby, we would Oke to know how you are feeling now. Please 
DERL1NS the answer which comes dosestto hew you have felt IN THE PAST WEEK, not 
how you fee! today.
2 Is an example, already completed:
refelthappy:
Yes, all die time.
Yes, most of thedme ■
No, not very often 
No, not at all
would mean: "I have felt happy most of the rime* during the past week,
e complete die other questions in the same way.
■■C; m TH EM STwfe ;
I have been able to laugh and see the funny side of things:
As much as I always could 
Not quite so much, now 
Definitely not so much now 
Notatan
I have looked forward with enjoyment to things:
As much as 1 ever did 
Rather less than I used to 
Definitely less than I used to 
Hardly at all
• 1 have blamed myself unnecessarily when things went wrong:
Yes, most of die time 
Yes, some of the rinse- .
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No, not at all ' 
Hardly ever 
Yes, sometimes 
Yes, often •
Y es,cp ea lot •
Yes, sometimes 
No,nctmuch 
Mo,nctatafl
Things have been getting bn top of me:
Yes, most of the time I haven’t been able to cope at aH 
Yes, sometimes I haven’t been coping as weH as usual 
No, most of the time I have coped quite wefl 
No, I have been ccpmg as well as ever
I have been so unhappy that I have had dffnctifty sleeping:
Yes, most of the f e e  
Yes, sometimes : •. V
.Not very often'
. .. No,notata2
.1 have feitsad or m i s e r a b l e : -
Yes, most of the fe e *
: Yes, quite often \  ' :V- V---'.
'; Not very often ' . v:
. No, not at all >
Yes, most of the f e e  
Yes, quite often 
Only occasionally 
No, never
Yes, quite often 
Sometimes 
Hardly ever 
Never
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The aim of this study was to explore womens’ lived experiences of ano re ­
xia nervosa. A review of the relevant em pirical research revealed this as 
a neglected area o f research. This study utilised a phenomenological 
m ethod. By means of qualitative interviews five anorexic subjects de­
scribed the ir experiences of anorexia. The individual protocols were ana­
lysed according to  the phenom enological m ethod of textual protocol 
explication from which emerged a single general description. Findings of 
the study revealed anorexia as a d isto rted  psychophysical solution to  the 
existential problem  of lacking control, pow er and autonomy in a pa rticu ­
lar family system and patriarchal society. Anorexia provided the subjects 
with a sense of control which they felt was lacking from their lives. This 
study revealed the  multi-dim ensional natu re  of the disorder and the con­
sequent im portance of considering a variety of theoretical perspectives 
to gain an adequate understanding of the phenom enon.
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Introduction 1
U ntil the  1960’s anorexia nervosa was virtually unheard of. However, the 
two decades following saw the m eteoric rise in the reported  incidence of 
this disorder. Today it is said to be one of the most common psychologi­
cal disorders affecting adolescent females in the middle to upper classes 
of the W estern world (Anderson, 1985 and Orbach, 1986). With this rise 
in the incidence and in terest in anorexia has come an outpouring of 
books, theories and treatm ent programmes. Topics of research have ex­
plored  such varied issues as the use of dance therapy (Krueger and Scho­
field, 1986) and hypnosis (Baker and Nash, 1987) in the treatm ent of 
anorexia to the study of eating a ttitudes and behaviour of pregnant 
women with a history of anorexia (Rand, Willis and Kuldau, 1987). A n ­
orexia has apparently been examined from every angle.
In all this, however, the meaning of the symptom for the anorexic, her 
lived experience of the disorder, has been  barely visible. Even the popu­
lar lite ra tu re  has failed to explore the anorexic’s personal experience as 
the  handful of articles that have appeared in  local newspapers over the  
past seven years illustrate. The focus of the  media has been on "out of 
control dieting" and the  portrayal of anorexia as a "slimmers disease". 
Doyle’s article, Deadly Dieting (1988), in the Natal M ercury, is a good 
example of this. Further, ra ther than providing accounts of average 
women’s experiences of the  disorder, the subjects of the articles are the
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rich and famous, encouraging the Playgirl (1975) illusion of anorexia as 
a "glamour girl disease".
Given this gap in the popular and academic lite ra tu re , this thesis will a t­
tem pt to  explore women’s lived experiences of anorexia, to discover 
from anorexics themselves what meaning their symptom has for them.
'IXQassiffication and Diagnosis of Anorexia Nervosa
The precise derivation of the name "anorexia nervosa" suggests that 
those who develop the disorder experience a loss of appetite , not eating 
as they find food unappealing. Translated directly from the Greek, the 
prefix "an" signifies "without", and "orexia", "desire for food". Similarly, 
the Oxford English Dictionary (1985) defines anorexia as "an absence of 
appetite". The above, however, is no t the  case; anorexics are in fact re ­
ported  to  experience an almost overwhelming appetite  and in terest in 
food. The anorexic’s central concern is to  control the ir powerful appe­
tites in order to lose weight. "Anorexia nervosa" is therefo re  essentially 
a m isdescription of the condition for which it serves as a label.
L ittle unanimity o f opinion regarding the clinical features necessary for 
diagnosis of anorexia has appeared. There have been many attem pts to 
define objective criteria for anorexia. Some theorists have focussed on 
visible signs and symptoms while others have focussed on psychodynamic 
features. M ost criteria  include attitudinal, behavioural and biological e le ­
ments.
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The diagnostic criteria for anorexia are now generally accepted as those 
defined by the American Psychiatric A ssociation in the Diagnostic and 
Statistical M anual (1987):
© 1. An intense fear of becoming obese, which does not diminish as 
weight loss progresses.
© 2. D isturbance of body image.
© 3. Weight loss of at least 25% of the original body weight.
© 4. Refusal to  maintain body weight over a minimal normal weight 
for age and height.
© 5. No known physical illness tha t would account for the weight 
loss.
Anorexics display a consuming fear of becom ing fat. This fear induces 
them to adopt behaviour aimed at losing weight. Such behaviour involves 
severely reducing the am ount of food they eat, especially food contain­
ing carbohydrates and fats. O ther m ethods of weight control include self- 
induced vomiting, the use of diuretics, laxatives, and strenuous exercise. 
In a num ber of anorexics, this pathologically restrictive d iet is punc tu ­
ated by episodes of loss of control when they consume excessive quan­
tities of food. This binge eating is invariably followed by self-induced 
vomiting. The anorexic’s excessive concern w ith body weight is w orsened 
by a d istortion of body image. Most patien ts with anorexia nervosa p e r­
ceive themselves as fat irrespective of their actual shape.
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A num ber of physical symptoms, secondary to  pathological dieting, have 
been  no ted  in the anorexic patient. A common symptom is that of ame- 
norrhoea. A m enorrhoea develops in the early stages of the condition, 
sometimes antedating appreciable weight loss.
D isordered  therm oregulation is ano ther common physical symptom. It in­
variably m anifests as hypotherm ia, with cold, often  numb, extremities 
and com plaints of always feeling cold. As a result of the loss of the insu­
lating layer of fat, lanugo, a soft, downy hair may appear on the face, 
back and arms. The heart rate  slows and blood pressure falls as the body 
attem pts to  adjust to  the low energy level intake by using less energy.
The bowel movements of many anorexics diminish because there  is less 
food in the  intestines to stim ulate peristaltic  activity, and constipation is 
common. In testinal dilation serves to fu rther aggravate constipation. 
S tarvation may also lead to severe vitamin deficiencies, loss of in terest 
in daily activities and the experiencing of em otional and erratic  mood 
swings. Hyperactivity is commonly no ted , frequently  resulting in insom­
nia (G ilber, 1986).
Self-induced vomiting and abuse of diuretics and laxatives, in order to 
lose weight, frequently  leads to  physical disturbances and an electrolyte 
disturbance, initially due to a loss of potassium . This low level of po tas­
sium leads to easy bruising and causes im pairm ent of neurom uscular 
function, which results in weakness and tingling in the hands and feet. F i­
nally, dental problem s occur as a result of self-induced vomiting, as the 
acidic nature of vomit causes a loss of too th  enam el. Furtherm ore, starva­
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tion, by altering the quantity and composition of saliva, increases the li­
kelihood of dental decay (Abraham and Llewellyn-Jones, 1984).
A pa tien t is usually diagnosed as anorexic when the ir weight is less than 
45 kg or they have lost at least 25% of their original body weight. Many 
classic text-book descriptions have as their focus the issue of weight 
loss. This narrow  focus provides an obvious source of diagnostic error. It 
is the p a tien t’s affect and cognition ra ther than  her emaciated state 
which is the  central issue to be considered. If the p a tien t’s skeletal con­
dition is rem edied by force feeding, but her a ttitudes and beliefs do not 
change, she remains an anorexic. The diagnosis of anorexia nervosa can­
not be made w ithout consideration of the preoccupation with weight con­
trol and the constant all-pervasive fear of weight gain.
O ther factors may also lead to misdiagnosis. People suffering from 
severe psychiatric disorders may believe that their food is poisoned and 
refuse to eat it, thus experiencing considerable weight loss. D epression 
or physical diseases, such as term inal cancer may be associated with ex­
trem e emaciation. For these reasons, patien ts must have no o ther physi­
cal or psychological illness which might account for their weight loss if a 
diagnosis of anorexia nervosa is to be made. It should also be no ted  that 
a level of weight which makes no allowance for age or height may be sim­
plistic and may also increase the incidence of misdiagnosis.
U ntil recently, the  diagnosis of anorexia was often complicated by the 
presence of bulimia nervosa. Prior to 1979 bulimia nervosa was thought 
to  be a variant of anorexia nervosa, it is only in the last twelve years tha t
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it has been  recognised as a separate disorder (Le Grange, 1992). With 
the in troduction  of DSM IIIR  in 1985, bulimia nervosa came to  be 
viewed as an independent disorder, its essential feature  being the en ­
gagem ent in binge eating followed by purging.
The two conditions have many features in common often leading to  diag­
nostic erro r. As with anorexics, bulimics are usually adolescent females 
living in a W estern society, who display a fear of fatness. Many anorexics 
(40%) binge-eat at times when the control over their restric ted  eating is 
dim inished and one of the most im portant predisposing'factors of buli­
mia is a past history of anorexia nervosa. N ot many bulimics, however de­
velop anorexia (W elbourne and Pur gold, 1984).
Unlike anorexics the condition is deceptive. The patien t will superfi­
cially appear well. Bulimics are usually socially com petent and are often 
m arried. As in anorexia, in bulimia nervosa there  is a fear of fatness and 
weight loss may be substantial, but the  weight does not fall below the 
minimal norm al weight and weight fluctuations are rarely so extreme as 
to. be life threatening.
1.2. Prevalence Findings -
Anorexia affects females fifteen times more commonly than it does 
males *' (Abraham  and Llewellyn-Jones, 1984). Anorexia has appeared  to 
have confined itself to the middle and upper classes of W estern so-
For this reason, the female pronoun will be used throughout this thesis.
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cieties, more specifically m arket-based economies (Brumberg, 1989; Pal­
m er, 1980; Chernin, 1986 and Lawrence, 1984). In South Africa anorexia 
is rare  amongst Indian and coloured females and no confirmed cases 
have, as yet, been reported  in the black population (Ballot, Delany, Er- 
skine, Langridger, Smit, van Niekerk, W inters and Wright, 1981). It is un­
common before the  onset of adolescence.
Anorexia is a disorder of our times; until the  1960’s it was scarcely 
visible. The rate  of incidence then doubled betw een 1960 and 1980 (in 
the U nited States of America). Today as many as 5% to 10% of adoles­
cent females in the  W estern world are said to  be anorexic (Brumberg, 
1989). According to Crisp (1980) the incidence in the U nited States of 
America is 1 in 100 in private school girls aged 16 to 18 and 1 in 300 in 
sta te  school girls of the same age. Pope, H udson, Yurgen-Todd and H ud­
son (1984) found among th ree  samples of female students, in the U nited 
States of America, (two college and one secondary school, a to ta l of 
1060 individuals) a prevalence of 1.0% to 4.2%.
The only prevalence study to date, in South Africa, was carried out by 
Ballot e t'a l (1981). The study was carried out among Johannesburg 
school girls by medical students at the University of the W itwatersrand. 
The criteria for diagnosis was that of weight only, and as such their find­
ings are of lim ited value as the diagnostic criteria  fo r anorexia include 
more than w eight loss. The findings of an incidence of 2.9% is thus more 
a represen tation  of 20% underweight schoolgirls than  a prevalence of an­
orexia.
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The death  rate , as a result of anorexia, is quoted  at betw een 5% (Crisp, 
Palmer and Kalucey, 1980) and 15% (M inuchin, 1978. In Achimovich, 
1985).
It would thus seem that in term s of num bers alone anorexia nervosa is a 
m ajor concern amongst adolescent girls and young women. Whilst to 
some it may appear dramatic to refer to anorexia as a world wide 
epidemic it is by no means a trivial condition and the num ber of cases 
being identified today present a considerable challenge tha t cannot be ig­
nored  by researchers.
13. Historical Analysis
W hile this thesis will suggest that anorexia is a phenom enon of recent 
tim es, in the history of W estern civilisation self-starvation and the con­
tro l of body and appetite  have been a notable aspect of the female ex­
perience. A lthough anorexia is a relatively m odern disorder female 
fasting is not a new behaviour; in fact there is a long history of refusal of 
food and appetite  control in women. Today’s anorexic is one of a long 
line of women throughout history who have used control of appetite , 
food and the body as a focus of their symbolic language.
Fasting and restrictive eating were widely noted  characteristics of female 
spirituality in medieval times. In mediaeval Europe, particularly betw een 
the years 1200 and 1500 (a time when food practices where central to  
Christian identity), many women who prolonged fasting and refused
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food were considered female miracles; fasting was fundam ental to  the 
model of female holiness. Physicians of this age identified this "miracu­
lously inspired loss of appetite" as anorexia m irabilis. Some m odern day 
theorists, medical w riters and historians claim th a t anorexia mirabilis 
and anorexia nervosa are one and the same, tha t the loss of appetite, 
cessation of m enstruation and extrem e weight-loss in these female saints 
is evidence for the existence of anorexia nervosa in the Middle Ages 
(Bell, 19S5. In Brum berg, 1989).
Brum berg (1989), in her historical analysis of anorexia, notes that by the 
16th and 17th centuries fasting declined due to  the  breakup of M e­
diaeval culture and the P ro testan t Reform ation. During this time of 
science and enlightenm ent prolonged abstinence of food was linked to 
organic causes and regarded as illness, it became a general symptom of 
disease ra ther than  a sign of religious intervention.
Anorexia nervosa was first identified and described by R ichard M orton 
in 1689. M orton described two patients whom he d ifferentiated  from his 
collection of patien ts suffering from tuberculosis. He labelled their con­
dition "nervous consumption". Their symptoms included am enorrhoea, 
constipation, hyperactivity and extreme em aciation, as well as an indif­
ference to  their condition and recovery. It is suggested that ra ther than 
suffering from consum ption these patien ts had anorexia nervosa. "A 
nervous atrophy, or consum ption, is a wasting of the body w ithout any re ­
m arkable fever, cough, or shortness of breath; bu t it is a ttended  with a 
want of appetite , and a bad digestion, upon which there  follows a lan­
Introduction 10
guishing weakness of nature, and a falling away of the flesh every day 
m ore and more." (M orton, 1694. In Anderson, 1985: 28) Even today an­
orexia, in its early stages, might be confused with tuberculosis. It has 
therefo re  been suggested that many women in the eighteenth and n ine­
teen th  centuries who were said to  have "wasted away" as a result of 
tuberculosis might in fact have been suffering from anorexia.
The 1800’s were notable for the identification, classification and descrip­
tion of many diseases. Gull in 1868 conceived of anorexia as a coherent 
disease entity distinct from starvation among the insane and unrelated  
to organic diseases. Concurrently, Lasegue described the disorder, label­
ling it "anorexic hysterique". The clinical descriptions of Gull and 
Lasegue differed in tha t Gull’s reports were primarily medical, focussing 
on the process of differential diagnosis (Gull, 1873. In A nderson, 1985) 
while Lasegue was concerned with the psychological aspects of the disor­
der and the role of the family (Lasegue, 1873. In A nderson, 1985).
Unlike Gull who concentrated on the strictly medical aspects of d ifferen­
tial diagnosis, Lasegue a ttem pted to root anorexia within the current so­
cial context, and more especially within the family. He viewed anorexia 
as an intense form of nonverbal discourse, in an era where domestic 
food consum ption was increasing and culinary standards escalating refus­
ing to  eat was a clearly antisocial act. The anorexic girl could respect her 
role as a V ictorian lady in that she could be reserved, discreet and not 
be seen eating in public, yet still express her dissatisfaction and unhappi­
ness.
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Although they varied on some points, both  Gull and Lasegue insisted 
th a t anorexia was a m ental ra ther than  an organic disease, and went to 
great lengths to  define its psychic genesis. On the o ther hand, there  
existed a num ber of theorists who became increasingly concerned with 
the physiological origins of anorexia.
In the  early 1900’s two largely isolated models of research and practice 
in the  area of anorexia developed, the biological and the  psychoanalytic. 
In 1914, the  recognition of horm ones and the ir po ten tial clinical utility 
provided the basis for the biological approach.
A lthough most physicians in the 1800’s acknowledged em otional d istu rb ­
ances existed in those who stopped eating, they made little  a ttem pt to 
study the psychological meaning of the  symptom. Freud suggested.a spe­
cific psychodynamic mechanism in the etiology of anorexia which con­
tinues to be an im portant influence on contem porary views of anorexia.
1.4. Contemporary Conceptual Perspectives bn Anorexia Nervosa . V;
The following section includes a brief exploration of those conceptual 
perspectives which have been most prom inent and influencial in shaping 
contem porary views of anorexia nervosa.
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1,4,1. P^choamalytk Perspectives
For many years traditional psychoanalytic theory has been viewed as es­
sential in understanding anorexia nervosa. The prem ise of trad itional 
views lay in that eating was viewed as symbolic of sexual behaviour. A n­
orexia has been viewed as a rejection of femininity, as a defence against 
underlying fears of oral im pregnation. Self-starvation was a ttribu ted  to 
underlying oedipal conflicts. Thus, in this model, anorexics are believed 
to  refuse to  eat due to a fear of oral im pregnation. Periods o f binging 
are viewed as breakthroughs of unconscious and contradictory desires to  
becom e pregnant. Traditionally the absence of m enstruation is viewed fir­
stly, as a symbol of pregnancy and secondly, as a denial of femininity.
The refusal to eat is thus linked to the  wom an’s conflicts about being fe ­
minine. These conflicts are a ttribu ted  to  unconscious hostility toward 
the m other and that hostility in tu rn  to  unresolved conflicts from the 
pre-oedipal period.
The anorexic is said to have failed to  identify with her m other and hence 
is extremely ambivalent about the em otions and behaviours tha t charac­
terise  the truly feminine woman. These theories suggest that a woman 
identifies with a kind, passive fa ther and experiences her m other as ag­
gressive and castrating and thus has sexual role conflicts within herself 
(Rohrbough, 1981). Even the more recen t theory of Crisp (1980), which 
m aintains th a t anorexia is rooted  in the  fear of normal adult weight, im­
plies a fear of the  m ature female body, with its accompanying roles and 
expectations.
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In the 1960’s Hilde Bruch published extensively on anorexia, her work 
becoming highly influential in the area and marking the beginning of a 
rise in the num ber of diagnosed cases.
Bruch, trained  in the psychoanalytic trad ition , based her exploration o f 
anorexia on the Freudian view tha t the feeding situation is always an im­
p o rtan t in terpersonal experience. Bruch did not, however, hold to the 
strict Freudian notion that abnormal food a ttitudes or behaviour must al­
ways be derivations of psychosexual developm ent. While trad itional psy­
choanalysis explained the anorexic’s inability to eat normally as resulting 
from the attachm ent of sexual and aggressive impulses to the hunger 
drive, Bruch explained this as resulting from early, pathological in terac­
tional patterns.
Bruch described these faulty transactional pa tterns , occurring in early 
childhood as follows:
The m other, who is overanxious about her child’s needs, anticipates 
them  to the extent tha t she reacts to them  before  they’re experienced by 
the child. This experience of peoples’ reactions to h er needs leaves the 
child lacking a sense of power and effectiveness. As the m other does not 
allow the child to  experience separateness, th e re  is no foundation to  de­
velop a sense of self and autonomy.
As a resu lt the anorexic girl experiences herself as ineffective and con­
fused about her identity, as having little  control over her environm ent.
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These deficits colour the way in which the anorexic faces her problems 
of living, in particular adolescence. ’’They are poorly equiped for the 
tasks of preparing themselves for self-sufficiency and independence and 
em ancipation from the dependency on the ir m others and families." 
(Bruch, 1977: 103) The anorexic com pensates for this lack of control 
over the  environm ent by rigorously controlling her body and food in­
take. By no t eating the anorexic, who is unprepared  to cope with the psy­
chological and social aspects of adulthood and sexuality, slows her 
sexuakdevelopm ent as her m enstruation ceases and her body remains 
under-developed and child-like.
For Bruch, anorexia is marked by the pursuit and denial of thinness, a 
pre-occupation with food, hyperactivity, and striving for perfection 
(Bruch, 1977. In G arner and Garfinkel, 1985). Bruch believes tha t non­
eating and the associated weight loss are secondary features to the 
underlying personal disturbance.
Bruch identifies th ree  areas of personal psychological disturbance the 
developm ent of which she attribu tes to  the above, faulty transactional 
pa tterns in early chilhood. The first she defines as a ’disturbance of de lu ­
sional p roportions in the body image and body concept.’ The anorexic 
seems to be genuinely unaware of her true  size, and although she might 
appear em aciated, will maintain she is fat (M acleod, 1981).
The second area of d isordered  functioning is a "disturbance in the accu­
racy of perception or cognitive function or cognitive in te rp reta tion  of 
stimuli arising from the body." The anorexic is unable to recognize
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hunger and will deny hunger pains. Further, th ere  is a denial of fatigue; 
anorexics are often hyperactive (Macleod, 1981: 18).
The th ird  area of disordered functioning is a "paralysing sense of ineffec­
tiveness." The anorexic perceives her actions (especially eating) not as 
som ething she perform s herself, but as som ething which happens to her 
and over which she has no control (M acleod, 1981: 18).
Thus for Bruch anorexia is a self-destructive expression of autonomy in 
the area  of eating and body control. The anorexic’s search for power and 
identity  is maladaptively pursued through the m ind’s control over the 
body which is viewed as alien and exerting an independent will.
Hilde Bruch’s works, Eating D isorders: Obesity. Anorexia Nervosa and 
the Person Within (1973) and The Golden Cage: The Enigma of A nore­
xia Nervosa (1978), continue to  influence current views of anorexia.
1.4.2. Feminist Theoretical Perspectives
Feminist theory challenges the psychoanalytic position and has a t­
tem pted to take in to  account the im portant socio-political aspects of the 
anorexic’s life. The feminists see anorexia as the  resu lt of the  social and 
sexual oppression of women. The feminist approach concentrates on a 
woman’s relationship with her own body in the  context of a m ale-dom i­
nated society.
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For feminists the issue of culturally ascribed femininity is central to  our 
understanding of anorexia. The fem inist insights dem onstrate the 
proximity betw een the symptomatology of eating disorders and the p res­
cribed patterns of behaviour for women in w estern society, hence im­
plying th a t eating disorders may be viewed as an acceptance or an 
exaggeration of "normal" femininity. The debate concerning rejection or 
acceptance of femininity highlights key issues involved in the rela tion­
ship betw een women's cultural role and eating disorders.
Boskind-Lodahl (1976) was one of the  earlier feminists to challenge the  
trad itional psychoanalytic view of anorexia as a rejection  of femininity. 
She based her form ulations on clinical observations made during the  
trea tm en t of 138 eating disordered women betw een 1974 and 1976.
Boskind-Lodahl asserts that there  exists much pressure on women to 
m aintain a particular female image; which is externally defined by men 
and this leads to  obsessions about dieting and weight control. A doles­
cent women with low self- esteem and a need for validation from men, 
may set up cycles of excessive preoccupation with their appearances, 
body and restrictive eating in o rder to  avoid rejection. Women attem pt 
to control their physical appearances in a  desire to please others (more 
especially men) who in tu rn  determ ine a woman's sense of worth. "The 
young woman is brought up trying as hard  as she can to be acceptable to 
a man, and she hears constantly tha t her acceptance depends largely on 
her appearance." (Boskind-Lodahl, 1978: 52) In this m anner eating d iso r­
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dered  women are seen as caricatures of normal femininity as they excess­
ively adhere to the  socially prescribed female role.
W hile Orbach accepts that the anorexic may be a caricature of femi­
ninity, she also asserts that they represen t a rejection of prescribed femi­
ninity. Orbach (1978 and 1986) identifies the origins of anorexia in 
wom en’s rebellion against the powerlessness and invisibility associated 
with culturally prescribed femininity. Women’s eating disorders are an 
expression of their psychological hunger for their unm et needs or 
avenues of healthy self-expression denied to them by cultural norms.
The anorexic has learned from an early age, as do all women, th a t she 
must shape her life in the image of others, she must be concerned with 
and a ttend  to  the needs of others, she must put aside her own needs and 
desires.
For Orbach, fat has come to  stand for need, greed, indulgence, lack of 
control; fat represents the satisfaction of needs and the guilt th a t accom­
panies this. Being thin allows the anorexic to be untouchable, fo r w ith­
out needs she is not vulnerable (Orbach, 1986: 134). Thus, Orbach 
(1978) believes the  anorexic is able to both reject and exaggerate the fe­
minine role, the anorexic does away with her female secondary sex char­
acteristics while she becomes increasingly fragile and femininely 
helpless. As Orbach states: "Anorexia reflects an ambivalence about 
femininity, a rebellion against fem inisation tha t in its particular form ex­
presses both a rejection  and an exaggeration of the image. The refusal 
of food which makes her extremely th in  straightens out the girl’s curves
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in a denial of her essential femaleness. At the  same time, this thinness 
parodies fem inine petiteness." (O rbach 1978: 165)
Lawrence (1984 and 1987) views women’s eating problems as a resu lt of 
bo th  the  pressure on women to conform to  the current culturally d e te r­
m ined ideal of slenderness, as well as society’s tendency to  assume that 
any difficulties women experience can and ought to be solved by them  
conforming and fitting in to  society’s norms and roles.
Lawrence sees eating disorders as a paradox in which women who feel 
out of control in their lives and unable to m eet the  contradictory de ­
mands they experience, take control of the one aspect left to them: their 
food intake and their bodies. They not only achieve physical bu t also 
moral control through self-denial. Simultaneously, however they experi­
ence themselves as out of control physically, are terrified  of getting fat 
and see them selves as glutinous and debased (D ittm ar and Bates, 1987).
Lawrence (1984) embarks on a wide political analysis of the p ressures on 
women to contro l their bodies in the light of the  lack of pow er in o ther 
areas of th e ir lives. As women find them selves unable to exert power 
over the rea l issues in their lives they control their weight in substitu ­
tion.
Lawrence (1987) identifies the occurrence Of anorexia not so much in 
upper/m iddle class women, but in educated women. In adolescence the  
girl faces the  decision as to what type of woman she wants to  be. The 
girl faces a web of double messages in our education system, having to
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deal with contradictory expectations of being successful, but not so suc­
cessful th a t it is challenging to men. Lawrence argues that the message 
to women to  do well at school carries a fu rther message of, but not too 
well. Success in our society is still defined by men, for men. For women 
anxiety about being successful is based on a fear tha t they will be pun­
ished and rejected by men. Success and femininity are mutually exclusive 
goals.
Lawrence suggests that anorexia may be a high achieving woman’s a t­
tem pt to  atta in  some sort of norm ality or commonality with peers. The 
strong conflicts tha t a high achieving woman may feel betw een her p res­
criptions to  succeed and her prescriptions to be "feminine", '’normal" and 
to  affiliate may lead her to  believe that she can never attain  more than a 
pseudo-norm alacy, which takes the form of a thin body.
In essence the girl experiences an identity  conflict, and the aspect of the  
disorder tha t rejects womanhood is really an attem pt to  re tu rn  to, or 
hold on to  that time in her life when high achievement was rew arded by 
social approval ra ther than eliciting contradictory cues of "do well, bu t 
not too well" and jeopardising her affiliation with others. Lawrence con­
cludes th a t "education contradicts women’s sexuality; it offers women an 
identity in which sexuality will be problem atic. Anorexia is an attem pt to 
deal with this spoilt identity." (1987: 220)
Lawrence also makes some attem pt to explore the familial charac­
teristics o f anorexic women and the m anner in which these families p e r­
petuate  the  social norms and roles affecting women.
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Kim Chernin (1981), a psychoanalytically inspired theorist and radical 
fem inist thinker believes tha t fashion and beauty ideals are not only cul­
turally prescriptive stereotypes, they also m irror underlying societal 
pow er structures. Chernin identifies the roots of women’s cultural obses­
sion with body size and dieting as the  fear and hatred  of fem ininity in a 
m ale-dom inated culture. The child-like nature  of today’s ideal female 
body, toward which women strive is a result of the psychological and so­
cial ha tred  of the female body and women’s sensual hungers. The an­
orexic woman’s shapeless form is an expression of her discomfort at 
being female in this culture and an a ttem pt to control her dangerous ap­
petites and passions.
Chernin accounts for this fear and ha tred  of the  female body and its sen­
sual hungers through an object relations, psychoanalytic analysis of the 
m other/child relationship (Shefer, 1986). Initially the  m other is om nipo­
ten t fo r the  child, at times fulfilling the desires of the  child and at o ther 
times not. An ambivalence arises from early distresses with the m other 
and continues in the psyches of both boy and girl. Both develop solu­
tions to  this ambivalence upon becoming adult, differing according to 
their culturally ascribed sex role. The m an’s culturally ascribed sex role 
involves a position of power over women, thus when rem inded of his in ­
fantile helplessness, when feeling powerless and out of control, the boy 
now has a means to take control of a woman like his m other. In this posi­
tion of power he creates ideal images of women which act as controls 
over their bodies. These images, in our culture, are of a slim, powerless
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adolescent which cannot rem ind him of his m other and the power she 
had during his infancy.
For the girl who reaches adolescence, her body has now become the fe ­
male body about which she feels so much ambivalence. The ambivalence 
tow ard her m other becomes, for the  m aturing girl an ambivalence to ­
ward her own body and the woman attem pts to gain control over her 
body through dieting and weight control. The image she is striving to ­
ward is created by men’s ambivalence toward her body. Thus the ideal 
image and the way in which women attem pt to  achieve it through m anipu­
lation of their bodies, are rela ted  to the  original ambivalence toward the 
female body for men and women.
Chernin (1986) extends the  above in la ter work locating eating disorders 
more clearly in the  problems of m other-daughter separation and iden tifi­
cation. Chernin believes eating disorders have arisen at a time when seri­
ous political gains have been won and women have the opportunity  for 
fu rther development within W estern society. There is a m arked ten d ­
ency, however, for women to  experience a failure of nerve and a sense of 
conflict about accepting opportunities denied to their m others, such ex­
periences Chernin labels "developmental crises." (Chernin, 1986: 43) 
These developm ental crises are m arked by the m odern daughter’s fee l­
ings of guilt over her desire to surpass her m other and the m other’s 
awareness of her own personal failure, lack of fulfillm ent and sense of 
being abandoned by her daughter.
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C hernin draws heavily on the work of M elanie Klein, who asserts that in­
fantile  frustration , anger and also the  positive emotions of nurturance 
and affection are directed at the m other, and experienced by the child, 
most forcefully at the mouth. Chernin believes tha t at a turning point in 
a wom an’s life, or as Chernin describes it, a developmental crisis, when 
she is struggling to separate from her m other, she feels the same frustra ­
tion, rage and ambivalence she felt as a small child in early acts of separ­
ation and union at the m other’s b reast, as she attem pted to  know herself 
as an autonom ous being. In the adult crisis the woman again turns to 
food as a means of expressing the separation  struggle. "Through her re la ­
tionship to food she can live out the  earliest bonding issues with the 
m other - the need  to  incorporate the m other and to remain one with her 
and sim ultaneously in fantasy to attack and destroy her as a symbolic 
means of making the  separation possible." (Chernin, 1986: 130).
Thus Chernin asserts that "an exam ination of (women’s) relations to 
food is the  best possible way to discover the  profound ambivalence and 
disguised guilt th a t are part of female self-development." (Chernin,
1986: xiii)
As regards the concept of femininity, Chernin is theorising at a d ifferent 
level to th a t of Boskind-Lodahl, O rbach and Lawrence. R ather than  s tu ­
dying the effect of socially prescribed femininity, she analyses what she 
believes is a psychodynamically determ ined relationship of ambivalence 
toward the female body. Chernin’s recognition that inheren t in socially 
constructed femininity there  is an ambivalence concerning the female
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body is im portant as she allows for the understanding that an eating dis­
order may not neccesarily reflect a rejection or acceptance of femininity, 
but ra th e r an ambivalence toward one’s fem ale body.
These fem inist theorists and others such as Edwards (1987) and Dana 
(1987) attem pt to account for the way in which women’s social roles in 
W estern society create their particular psychology. A lthough different 
all view anorexia as women’s attem pts at empowering; at attem pting to 
gain a sense of control in a W estern, misogynistic society in which they 
experience themselves as having little  control over their lives.
1A3. Cognitive and Behavioural Perspectives
The cognitive and behavioural approaches to  anorexia, make little  a t­
tem pt to account for the influence of socio-cultural factors on the devel­
opm ent of the disorder. Behavioural therapists view anorexia as an 
eating phobia. In the ir view, eating generates anxiety for the  anorexic 
and the  failure to eat represents avoidance. The cessation of eating is re ­
inforced by anxiety reduction. Thus the emphasis of treatm ent lies in de- 
conditioning the anxiety or shaping eating behaviour by making access to 
powerful reinforcers contingent on eating (Thompson and Dockens, 
1975).
Cognitive approaches view maladaptive thinking as the  central factor in 
the developm ent o f anorexia. The anorexic’s behaviour is seen as a d i­
rect result of her bizarre and irrational beliefs, attitudes and assum p­
tions about the meaning of food and body weight. During the active
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phase of the disorder, rigid dietary control may he determ ined by both  
positive and negative reinforcing contingencies (G arner and Garfinkel, 
1985). The avoidance paradigm in which the  probability of behaviour in­
creasing following negative reinforcem ent accounts for much of the  an­
orexic’s stereotypal behaviour. Unlike o ther phobic disorders, anorexia 
is m aintained by both  positive and negative reinforcem ent.
Anorexia can be seen as an "adaptive disorder" where the "weight p h o ­
bia" represen ts a re trea t from feared circumstances associated with psy- 
chosexual maturity. The patien t cannot distance herself from the "phobic 
object" since the feared stimulus is herself at higher weight levels. E s­
cape from the adverse stimulus is impossible so she controls it through 
constant vigilance.
Cognitive-behavioural approaches to anorexia developed out of an 
awareness tha t behavioural treatm ents in isolation are lim ited and, fu r­
ther tha t for treatm ent to be effective it must a ttend  to  many aspects of 
human functioning. Fairburn (1985. In Scott, 1988) has proposed a cogni­
tive-behavioural model in the treatm ent of eating disorders that well 
exemplifies the approach. The initial stage involves attem pting to d is­
rupt the anorexic’s pa ttern  of habitual starvation, binging and vomiting 
using behavioural techniques. The second stage is based on cognitive 
therapy and involves cognitive restructuring  procedures for irrational 
thoughts about food and body; as well as consideration of the  problem s 
that are avoided by not eating. The th ird  stage is aimed at m aintenance
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and consolidation of progress, involving coping with future possible 
stress and reducing risk of relapse.
1,4.4 Family Theoretical Perspectives
T here has been considerable speculation regarding the  role of the family 
in the developm ent of anorexia. The influence of the  family in the devel­
opm ent of anorexia was first m entioned by Lasegue in .1873? in the 
1960’s Bruch again stressed the im portance of the  family’s influence. A 
num ber of feminist theorists identify the family as a microcosm of pa­
triarchal society, which serves to  transfer from one generation to  the 
next the norms and values of patriarchy which influence the develop­
m ent of anorexia ( Eg: Edwards, 1987 and Chernin, 1986).
M any theorists argue that the special conditions evident in the nuclear 
family allow for the developm ent of anorexia. They argue th a t there  
needs to  be a shift away from locating the disorder within the  individual 
tow ard viewing the family system as a whole. As Selvini-Palazzoli states 
(In M acleod, 1981: 20) ’’the shift from the individual unit posited  in psy­
chiatry is bu t one aspect of a  universal shift, or ra th e r of a new overall 
calling for the rejection of the study of isolated phenom ena in favour of 
the b roader natural context in which these phenom ena occur." Thus fam ­
ily therapists locate anorexia nervosa within the  family system.
Selvini-Palazzoli, (1974. In Palazzoli, Cirillo, Selvini and Sorrentino,
1989) studied the family as a self-regulating system; she analysed the day- 
to-day functional means of communication betw een its various members
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and drew a tten tion  to those patterns which are characteristic of families 
with an anorexic member. Selvini-Palazzoli views the  family of the an­
orexic as m arked by coalitions based on secret family rules, parents are 
reluctant to  assume leadership with one often  being in coalition with a 
child against the o ther (Palazzoli et al, 1989). Alliances outside the fam- . 
ily are discouraged. Self-sacrifice is seen as an im portant moral principle 
and blam e shifting is common. The paren tal relationship  may be un­
happy, bu t this is denied as keeping up appearances is im portant to the 
family. The family contradict and reject each o th er’s messages frequen t­
ly (Achimovich, 1985). The anorexic child is seen-to cause family crisis 
and then  encourage hom eostasis depending on the family’s requirem ents.
Palazzoli extends he r exploration into the  wider social context and sug­
gests tha t m others of anorexic families are  model housewives based on a 
cultural ideal. Their lives revolve around the ir families, they have no life 
outside of them. They tend to  be submissive, conservative, weight con­
scious and have very low self esteem. D aughters thus learn  a model of 
womanhood based on self-sacrifice, submissiveness, dependence and con­
sideration of o thers before self.
Palazzoli suggests th a t when a woman’s life revolves solely around her 
family she becom es unable to conceive of herself as a person separate to 
others, especially her children. H er demands on her children are great 
as she attem pts to live, and achieve her fulfillm ent through them. The 
m other becomes over anxious to anticipate and fulfill her children’s 
needs. She feels enm eshed in her children’s bodies. The m other is not,
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herself autonom ous. These factors clearly damage her daughter’s self-es­
teem  and sense of autonomy as they model themselves upon their mo­
thers. As they are taught to view others as the centre of their lives, they 
find it difficult to be self-sufficient and centered  in their own bodies.
For Palazzoli these are the crucial anorexic issues.
W hile Palazzoli identified a particular family that might "produce" an an­
orexic child, Salvador Minuchin (1978. In Edwards, 1987), identifies the 
whole family as anorexic. Minuchin asserted  tha t certain kinds of family 
environm ents encourage passive m ethods of defiance, such as not eating, 
and make it difficult for members to  assert their individuality. Minuchin 
identified four characteristics of the anorexic family: enmeshment; over- 
protectiveness; rigidity and conflict avoidance.
For M inuchun, the anorexic family is characterised by the  restriction  of 
autonomy and identity, emphasising relationships ra ther than  personal 
com petence and achievement. In such a family the girl’s body does not 
seem her own, bu t appears to  belong to the whole family. A refusal to be 
fed may then  become a means of self-assertion, a way of establishing a 
boundary betw een self and others. Thus, anorexia may be viewed as a 
striving for individual identity and autonomy. However, given the an ­
orexic family’s avoidance of conflict, self-starvation can be seen as a si­
lent p ro test tha t does not overtly endanger the  stability of the  family 
system. Further, given the anorexic family’s tendency toward rigidity, the 
family is unwilling to  change and continues to trea t their adolescent as a 
young child encouraging infantile forms of self-assertion. Finally, the
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overprotective nature of such families results in a sense of incom petence 
and ineffectiveness on the p a rt of the  child (Edwards, 1987).
The model of Minuchin and his colleagues is similar to tha t of Selvini-Pa­
lazzoli in its focus on the family system, but M inuchin appears to have 
disregarded the intrapsychic approach altogether along with any con­
sideration  of the wider social context emphasised by Selvini-Palazzoli.
1.5. Conceptual Overview
In summation it can be seen tha t the relationship betw een women and 
their bodies has been a complex one throughout history. Women’s 
bodies have served as a reflection of their a ttitudes and desires and as a 
reflection  of the norms, values and beliefs of differing societies through 
the ages. Although evidence exists th a t anorexia nervosa may have been 
in existence for some time, there  has been  an alarming increase in the  
prevalence of the disorder in recent times. With the increase in occur­
rence of the  disorder there has arisen a num ber of theories which a t­
tem pt to  understand it.
It is suggested tha t each of the above conceptual frameworks offer a 
valuable insight into this disorder, th a t to  gain an understanding of an ­
orexia nervosa it is perhaps necessary to explore the individual psyche as 
well as the social and political context in which it occurs. Just as the psy­
choanalytic and cognitive behavioural approaches provide useful insights 
into the  individual’s underlying dynamics, thoughts and behaviours, so
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too the fem inist and family theoretical fram eworks provide a broader 
context in which to place the disorder.
Overall, it could be argued that, Bruch, Selvini-Palazzoli and  M inuchin 
are united  in their focus on the relationship betw een anorexia and the 
family. They emphasise the incom plete separation  of the anorexic from 
the m other or family. Anorexia is thus viewed as a young woman's a t­
tem pt a t obtaining an independent identity  and sense of control over her 
life through self-starvation. However, families do not exist in a vacuum, 
bu t are shaped by society at large. The influence ofjsocio-cultural fac­
tors appears to have been adequately addressed by the feminist theorists 
alone. They dem onstrate the pressure on women to assume control over 
their bodies as they lack power in many o ther areas. All women, however 
are influenced by such forces. As the fem inists clearly indicate, anorexia 
is an extrem e at the end of the continuum  betw een norm al and pathologi­
cal eating. D espite the  exposure of all women to  societal forces, only a 
few develop anorexia. This suggests tha t the  m ore individual dynamics of 
the anorexic syndrome, analysed within the  o ther frameworks m en­
tioned, cannot be neglected.
Anorexia it would appear, is a truly m ultidim ensional disorder, its devel­
opm ent being influenced by factors as diverse as social expectation, fam i­
lial characteristics and delusional belief. To overlook any one of these 
factors is to lose a valuable insight into th e  understanding of the  d isor­
der. A norexia is no t a simple disorder, it does not reduce easily to  a 
single etiological agent.
Introduction 30
This overview, however, draws a tten tion  to  a gap in the conceptual un ­
derstanding of anorexia; the anorexic’s personal understanding and ex­
perience of her disorder. H erein lies the  focus of this thesis.
Motivation 31
CHAPTER 2
Motivation .
2.1. literature Review
The rise in  the incidence of anorexia has been accompanied by an ou t­
pouring of books, theories, treatm ent programmes etc. Between 1965 
and 1985 the num ber of articles published in E urope and the USA in­
creased twenty-fold (Palmer, 1980). In all this the meaning of the symp­
tom  for the anorexic, her lived experience of the disorder, has been 
barely visible. The review presen ted  below provides evidence of this gap 
in the litera ture.
R esearch into the  physiological aspects of anorexia by medical re ­
searchers appears to have rem ained a consistently popular area of re ­
search, its appearance being evident in the earliest and the most recent 
publications on anorexia. Research into the physiological effects of an­
orexia on the human body has explored such varied topics as the levels 
of lufeinising horm one in anorexics (Beumont, Friesen, G elder and Kola- 
kowska, 1974), evidence of cardiac rhythm disturbances (M itchell and 
Gillum, 1980) and zinc deficiencies (Hum phries, Vivian, S tuart and 
McClain, 1989) in anorexic patients.
The exploration into the  link betw een the family and anorexia has re ­
m ained a popular area of research to the  p resen t day. Research has indi­
cated the effectiveness of family therapy (Debow, 1975) and has
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identified a num ber of common characteristics in anorexic families, 
namely a lack of autonomy on the part of members (Bartholomew, 1984), 
an in terest in food and weight (Kalucy, Crisp and Harding, 1987) and evi­
dence of in terdependence and enmeshm ent (G upta, 1990).
Publications in the area of behavioural and cognitive-behavioural th e r­
apy indicate ano ther longstanding area of research. Kehrer (1972) advo­
cated the  effectiveness of behaviour therapy in the treatm ent of 
anorexia as did G arner in more recent times (1986). However, in concur­
rence with these publications have been those such as Bruch (1974) and 
Schmidt (1989) which identify the lim itations and short term  effective­
ness of such therapy.
Empirical attem pts to investigate disturbances of delusional proportion  
in body image and body concept have appeared  consistently in publica­
tions over the years. Research such as th a t of Crisp and Kalucy (1974), 
Slade (1985) and W arah (1989) suggests that anorexics display a tend ­
ency to over and under estim ate their body size, sometimes even after r e ­
covery, and have a marked m isperception as to  what constitutes normal 
body weight.
Published studies in the  area of psychoanalytic thought and anorexia ap ­
p ear to be m ore common in earlier years and have appeared less f re ­
quently in recent times. Articles such as tha t of D eutsch (1981), Risen 
(1982) and m ore recently  Reid (1986) link anorexia to the re jection  of 
and failure to develop femininity. A pre-oedipal fixation, separation-indi- 
viduation and oedipal conflicts are said to  mark the  lives of anorexics.
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The link betw een anorexia nervosa and affective disorders is an area of 
research in which the num ber of recen t publications has declined. Szmu- 
kler (1987), as well as o ther researchers, have attem pted to link anorexia 
to  depression, identifying commonalities and overlaps betw een the disor­
ders. O thers, (such as Hudgens, 1985) more common in la ter years, have 
attem pted  to draw clear differences betw een the two distinct disorders.
It has been  argued that anorexia is a culture-bound syndrome; tha t it 
may be defined as a constellation of symptoms which is not found univer­
sally in human populations but is restric ted  to  a particular culture or 
group of cultures (Prince, 1983; Swartz, 1985 and Nasser, 1988). The 
fact th a t anorexia has been identified  as peculiar to young fem ales from 
upper and middle class backgrounds, in W estern cultures suggests that 
cultural factors are im portant determ inants.
A num ber of researchers have attem pted to illustrate  the culture-bound 
natu re  of the  ideological prescriptions concerning eating and the body, 
the predom inance of anorexia in the middle and upper classes and the 
predom inance of anorexia in W estern society.
Toro, Cervera and Perez (1988) analysed advertisem ents in Spanish 
women’s magazines. They found th a t 22.5% of advertisem ents encourage 
weight loss and th a t aesthetic ra ther than health  m otivations predom i­
nate. F u rther these advertisem ents were aimed at a target population  of 
females aged betw een 14 and 18 years, from middle and upper social 
class backgrounds. This demographic coincides with those of anorexia
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and suggested that advertising may be a cultural environm ental risk fac­
to r for the disorder.
G arner, Garfinkel, Schwartz and Thompson (1980), using data from Play­
boy centrefolds and the  Miss America Pageant contestants, found a signi­
ficant shift toward a th inner standard over the  last twenty years.
This current ideal of slimness, however, is no t universal, The cultural 
specificity of the slim ideal has been illustra ted  empirically by Furnham 
and Alibhai (1983). They found th a t British and Kenyan British women 
ra ted  slimmer female figures more favourably than  Kenyan women who 
ra ted  larger figures m ore favourably. It was found tha t Kenyan British 
women were more similar to the British group in their perceptions, illus­
trating  the strong role that cultural factors play in creating perceptions 
of what is desirable. Results also showed tha t preferences for small body 
shapes to the  point of anorexia were not uncommon.
A num ber of publications have attem pted to illustra te  tha t anorexia has 
confined itself to a particu lar socio-economic realm , it occurs only in 
those cultures and classes where food is available in surplus. Furnham  
and Alibhai (1983) have researched this area extensively and suggest 
th a t plumpness in women is seen as desirable and even fashionable 
where food supplies are unstable and inadequate to  meet the needs of a 
growing population. A  woman’s plump figure could be seen to  signify the 
affluence of her father/husband.
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In W estern societies there  appears to  be an inverse relationship betw een 
upper social class and low body weight, not found in less affluent cul­
tures w here fatness is associated with wealth. Buchrich (1981) links an­
orexia to upper class status and w esternisation. As does Dornbusch 
(1984) who found a positive correlation betw een social class and the 
desire to be th in  amongst women.
Finally, research  tends to suggest tha t anorexia is culture-bound in tha t 
cases o f it among non W estern cultures are ra re  (Prince, 1983). In South 
Africa it has been claimed tha t anorexia has been  found only among 
"whites" and Moslem "coloureds". Nash repo rted  from G roote Schuur 
H ospital’s D epartm ent of Psychiatry in Gape Town, t h a t "... in the last 
two decades in this departm ent we have seen five Moslem girls with this 
major eating disorder, while in the same period  we have trea ted  over 80 
white in-patients and seen many more in ou t-patien t and day unit se t­
tings. We have not seen any members of the non-M oslem coloured or A f­
rican communities." (1984: 227)
A norexia’s direct link to  W estern society and it’s norms and values, is 
evidenced in the work of Fichter, W eyerer, Sourdi and Sourdi (1983). 
They identified  a higher incidence of anorexia among G reek girls in M u­
nich (1.1%) than among Greek girls in G reece (0.42%) suggesting tha t 
eating disorders were linked to the possible influence of w esternisation 
on the women. Nasser (1986) studied two m atched samples of A rab fe ­
males attending London and Cairo universities. Since cases of eating dis­
orders were found only amongst the London group, exposure to W estern
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values was thought to  be at least partly responsible for this. The a t­
tem pts of Prince (1983), Nash (1984) and Swartz (1985) to  locate cases 
of anorexia in developing countries of the th ird  world have been unsuc­
cessful leading them to conclude tha t anorexia is a culture bound syn­
drom e.
R esearch in the areas of personality and anorexia nervosa have a t­
tem pted  to  link anorexia to  a particu lar personality type or set of person­
ality traits .
It is said tha t anorexics display characteristic personality traits. They 
tend  to be quiet, in troverted, socially awkward and sexually inexperi­
enced. Anorexics as children are said to be conscientious and well b e ­
haved, seldom presenting problem s at home or school. Many are also 
am bitious and achievement orien tated . High levels of intelligence and su­
perio r scholastic achievement have been noted. They have a low self-es­
teem  and continually seek praise and approval from others. Two 
overwhelmingly consistent personality traits have been identified by 
num erous researchers; perfectionism  and obsessionality. W ith this p e r­
fectionist personality comes an all-or-nothing kind of reasoning and se t­
ting unobtainable goals (Bruch, 1978 and G arfinkel and G arner, 1982).
Cognitive distortions are said to  be characteristic of many anorexics. In 
th e ir  thinking, anorexic patien ts tend  to over-generalize and to magnify 
the significance of minor undesirable events. Further, instead of objec­
tively assessing a situation, anorexics tend to base conclusions on iso­
lated details while ignoring contradictory and more realistic evidence.
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They tend  to in te rp re t unrelated  events as causally connected and take 
im personal incidences as referring to  themselves (G arner and Garfinkel, 
1985).
Much research has focussed on the rate of borderline personality disor­
ders amongst eating disorder patients. Johnson, Tobin and Enright 
(1989) repo rted  a 41% incidence of borderline personality disorder 
amongst eating disorder patients on the basis of the  Borderline Syn­
drome Index. Using the Personality D isorder Exam ination, G artner, M ar­
cus, Halmi, and Loranger (1989) repo rted  that among 57% of eating 
disordered patients the most frequently occurring DSM IIIR , Axis II p e r­
sonality disorders were the borderline, self-defeating and avoidant d isor­
ders.
Kennedy, Me Vey and Katz (1990), utilising the  MCMI and the B order­
line Syndrome Index, identified the th ree  most frequently occurring p e r­
sonality disorders amongst eating disorder patien ts as the  borderline 
(75.5% of eating disordered patients), dependent (75%), and passive ag­
gressive (70.5%) personality disorders. Their findings fu rther supported 
previous work (Levin and Hyler, 1986; Piran, L erner, Garfinkel, K enne­
dy and Brouillette, 1988; Johnson et al, 1989) tha t suggests a higher p re ­
valence of the borderline personality disorder amongst bulimic patien ts.
Garfinkel, Kennedy and Brouillette (1988. In Kennedy et al, 1990) used 
the Diagnostic Interview for Borderlines and a DSM III Axis II checklist 
to  compare personality  disorders in subgroups of women with anorexia 
nervosa and bulimia nervosa. The results indicated that anorexics were
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more likely to have personality disorder diagnoses within the avoidant, 
compulsive, dependent, passive aggressive cluster; while the borderline, 
histrionic, narcissistic, and antisocial personality disorders occurred al­
most exclusively among the bulimic subgroup.
2.1.2. South African Research
A part from the earlier m entioned incidence studies, the only located, 
published work in the  area of anorexia in South Africa is th a t of Weight 
and Noakes (1987). They utilised the Eating A ttitudes Test and the E a­
ting D isorder Inventory to m easure the incidence of anorexia in 125 fe ­
male, distance runners. The study was conducted in response to  a study 
by Yates, Leekey and Shisslak (1983) tha t asserted that running was an 
analog of anorexia nervosa.
Weight and Noakes (1987) postulated that, in the group of competitive 
runners, a high incidence of anorexia nervosa would be indicated by elev­
ated EAT and ED I scores, and o ther evidence of anorexia nervosa, in­
cluding low body weight and am enorrhea; this would support the Yates 
hypothesis tha t running is an analog of anorexia.
The incidence of abnorm al eating attitudes symptomatic of anorexia was 
14% Of these only 4% also had a low body weight and a past history of 
am enorrhea and only 0.8% had been trea ted  for anorexia. The low in ­
cidence of anorexia in the to ta l group did not support the Yates hypo­
thesis that running is an analog of anorexia and therefore  a ttrac ts 
persons with an anorexic personality.
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R ather, the study showed that abnorm al eating a ttitudes and the in­
cidence of anorexia is no more common amongst competitive female ru n ­
ners than  it is among the general population. The results suggested that 
it is the b e tte r  athletes, the more competitive and successful athletes, 
who are more likely to exhibit the physical and psychological features of 
anorexia. It was suggested that competitive success helps re-d irect the 
anorexics’ goals to  socially commended ends.
Two unpublished South African theses were located. The first of which 
was en titled  Women’s Needs to Achieve and Eating D isorders. It investi­
gated the relationship betw een women’s needs to achieve, their body af­
fect and eating attitudes. A self-report questionnaire comprising a 
demographic component, the Achievement M otivation Test, the Eating 
A ttitude Test and the Body Cathexis Scale was utilised. The sample con­
sisted of 275 white, female m atriculants, attending schools in the g reater 
Pieterm aritzburg area. Results of the study indicated tha t women in the  
sample with poor body affect evidenced problem atic eating a ttitudes and 
had low needs to achieve. No significant linear relationship betw een 
women’s needs to achieve and eating attitudes was found (Bear, 1990).
The second, en titled  A Social-Psychological Study of Eating and Body 
Problems Among Women (Shefer, 1986), had th ree  central aims. Firstly, 
it was a prevalence study of the a ttitudes and behaviours associated with 
eating disorders among a sample of undergraduate students. Secondly, it 
explored the nature of problems associated with eating and body affect 
among this community of women, with a particular focus on those
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women who considered themselves to  have an eating problem. Finally, it 
a ttem pted  to address the issue of the role of culture, in particular so­
cially constructed femininity, within the understanding of eating and 
body problem s, ranging from "normal" women’s relationships to their 
body and eating to  the  severe disorders of anorexia and bulimia.
A survey questionnaire study was carried out among 321 female under­
graduate students at the University of Cape Town and interviews were 
conducted with 16 women who reported  an eating problem. Results of 
the prevalence study revealed tha t severe symptoms were relatively rare , 
but certain  behaviours, particularly binge eating, were w idespread. Q uali­
tative results revealed tha t a range of eating and body problems were 
p resen t within this community of women, ranging from "normal" con­
cerns with eating and body to severe clinical disorders. Finally, it was 
found tha t femininity, in particular the ideological prescriptions concern­
ing body and eating for women, were strongly internalised by these 
women and that eating and body problem s could not be understood o u t­
side of socially constructed femininity and the  meaning th a t this takes 
on in the  lives of individual women.
2.13. Pheraomenological Research iai the Area of Eatmg Disorders
Two studies of a phenom enological nature were located (Keck, Pope, 
Hudson, McElroy, Yurgelum-Todd and H undert, 1990 and W eingarten 
and Elston, 1990). N either, however, were concerned with their anorexic 
subjects’ lived experiences. Although the term  phenomenology was
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utilised in the titles neither made use of phenomenological m ethodology 
and were unconcerned with the way in which eating disordered individ­
uals experienced their disorder, they did not attem pt to study people’s 
consciously repo rted  experiences. Thus, to date , no research has been lo ­
cated which attem pts a similar exploration to  the present thesis.
The above lite ra tu re  review reveals a clear lack of research concerning 
the anorexic’s lived experience of her disorder. Even in the instance 
where a phenom enological m ethod was utilised the subjective experi­
ence of the  anorexic’s disorder was not explored.
Much research, and perhaps as a consequence, many therapeutic  ap­
proaches, fail to  comprehend the underlying meaning the d isorder has 
for women and thus trea t her as some oddity, mechanically trying to get 
her to  ea t and resto re  her to the "right size". Thus, therapeutic ap ­
proaches often place much emphasis on weight restoration, m easuring re ­
covery in term s of weight gain. In so doing they unwittingly deny the  
anorexic the meaning of her symptom and as a result, perhaps contribu te  
to its perpetuation  (Orbach, 1986). Such treatm ent fails in th a t many an ­
orexics may recover to  average weights but continue to experience con­
flict in the  area of body image, food, self identity  etc.
Maine (1985), in her study of 25 recovered anorexics, found that few 
who received formal treatm ent believed it was essential to  their r e ­
covery. In fact, it was found tha t many experienced therapy as duplicat­
ing the dynamics and problems leading to  the disorder.
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M any anorexics in M aine’s study reported  common feelings th a t mental 
health  workers did not listen to them and tried  only to fit them  into th e ­
ories. This continued their feelings of loneliness, isolation and lack of au­
tonomy, ra th e r than aiding the ir recovery.
M aine (1985) argued that an existential phenom enological approach 
would best overcome the above lim itations and provide conditions 
necessary for recovery.
The existential phenom enological fram ework consistently attem pts to u n ­
derstand the meaning of behaviour from the subjects’ perspective. All an ­
orexics in M aine’s study found that body, food and weight had assumed 
a level of meaning and im portance th a t could not be ignored. Yet too 
often  researchers and clinicians ignore this and prohibit the  exploration 
of feelings and personal meaning attached to  the anorexic’s symptoms.
A rticles such as that of M aine (1985), as well as reports from anorexic 
patients, indicate clearly the lim itations of much past research and many 
therapeu tic  interventions in the  trea tm en t of anorexics and thus indicate 
the need to  listen to anorexics, to  understand the meaning the  disorder 
has for them . It is hoped th a t such an understanding might provide some 
basis for more relevant research  and in tu rn  more effective treatm ent of 
the disorder.
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2.2. The PfaeaaQMeaaoIcDgksil alternative
Phenom enology is the study of people’s consciously reported  experien­
ces. The phenom enological approach is an a ttem pt to  understand people 
by seeing th e  world through their eyes. The phenomenological approach 
"sees the  individual as the product of his own perception. Hence what a 
person., says about himself and his environm ent must be accepted as the 
tru th  of his own subjective universe." (Calhoun, 1977: 80 )
Problems W ith The Traditional Research Paradigm As A M ethod Of Ex­
ploring Human Experience:
Colaizzi (1978) has argued that in psychology the  adoption of the trad i­
tional research paradigm  of the natural sciences ie: the positivist ap­
proach, has elim inated human experience from the realm of 
psychological investigation. Colaizzi states th a t "the m ethod of the trad i­
tional psychologist, that of experim entation, coupled with his peculiar 
notion of objectivity and use of operational definitions, excludes human 
experience." (1978: 53) According to  Colaizzi (1978) the experimental 
m ethod, uses the operational definition as a means of defining a psycho­
logical phenom enon in terms of m easurable, observable, and duplicable 
operations. This is done in an attem pt to  in troduce objectivity ie: elimi­
nate  subjective opinions, value judgem ents and make the study easily re- 
plicatable. However, Colaizzi suggests tha t this in fact leaves us with a 
paradox: "... if only observable, duplicable and m easurable definitions 
have psychological validity then a crucial dimension of the context of
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hum an psychological existence, namely experience, is elim inated from 
the study of human psychology." (1978: 51)
This paradox raises two related  questions: (1) Does objectivity demand 
the m ethodological exclusion of the context of experience? (2) If we ac­
cept hum an experience as a legitim ate psychological content, is there  a 
m ethodology which investigates human experience objectively? The phe­
nom enological, psychological analysis proposes an answer to  both  these 
questions. It recognizes human experience as an essential and indispens­
able com ponent of human psychological phenom ena and consequently 
seeks to explore human experience as it is lived in everyday life in bo th  a 
rigorous and systematic manner.
Objectivity in phenomenological methodology rests on principles differ­
ent from tha t of the  experimental methodology. Objectivity from the phe­
nom enological perspective rests on rem aining faithful to the  phenom ena 
as they appear. Objectivity is "fidelity" to the phenomena; it is a refusal 
to tell the phenom enon what it is, bu t is respectful to what the phenom e­
non speaks of itself. Similarly Kruger states: "The operative word in p he­
nomenological research is describe. The researcher aims at describing as 
accurately as possible the phenom enon as it appears, ra ther than  indul­
ging in attem pts to  describe it within a pre-given frame work." (1979:
119)
Phenom enological theory attem pts to describe as accurately as possible 
the phenom enon as it appears, ra ther than explaining it within a p re ­
given framework. The possibility of prejudicing the phenom enon or
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seeing it through a given perspective due to the  existence of previous 
knowledge is thus avoided. In this m anner the  researcher begins by de­
scribing the  phenom enon as it appears p rio r to establishing theories and 
hypotheses.
Further, objectivity and scientific rigour are derived by accounting for 
th e  human elem ent in the research situation. The researcher must make 
explicit the  degree to  which they are involved in the  research situation 
and the  perspective from which they proceed.
Since the main aim of research is to approach the phenom enon in an 
open m anner as possible, the researcher is requ ired  to  consciously 
"bracket" their own presuppositions. In this m anner a comprehensive un ­
derstanding of the  phenom enon, as it manifests itse lf can be established 
with the least possible influence of psychological theory or m ethod, p e r­
sonal and cultural prejudice.
W ithin the traditional empirical approach it is asserted  tha t in order that 
research may be truly rigorous the phenom enon under investigation 
must be reduced to its most fundam ental elem ents. M eaning, however 
does not lend itself to reductive analysis. A phenom enon always occurs 
within, and takes meaning from a context so tha t the  environm ent in 
which it occurs cannot be ignored. W ithout reference to the  context of a 
phenom enon there  cannot be a valuable exploration of its inheren t psy­
chological meaningfulness (von Eckartsberg, 1971). We must study leben- 
swelt phenom ena, human experience is not closed off within the 
individual, human experience is always wTorld-involvem ent experience.
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Human existence and the world environm ent exist in a dialectical rela­
tionship and cannot, therefore, be viewed independently.
It is thus evident tha t two processes are at the  heart of the phenom eno­
logical analysis: description and meaning. "Phenomenological analysis 
uses a descriptive approach in o rder to  obtain  the facts of a given experi­
ence in o rder to clarify their meaning." (Giorgi, 1986: 8) Valle and King 
echo this statem ent: "Existential-phenom enological psychology has 
become the  psychological discipline which seeks to  explicate the  essence 
structure or form of bo th  human experience and behaviour as revealed 
through essentially descriptive technique." (1978: 7)
23 . Alms.
Such a view takes on particular significance in studying a m ulti-dim en­
sional syndrome such as anorexia nervosa. Since anorexia cannot be 
linked clearly to any one model of causation, the phenom enological ap­
proach allows us to  study anorexia in its entirety . The phenom enological 
approach perm its a study of the  full meaning of the  symptoms of ano re­
xia ra th e r than studying them in isolation.
This thesis will a ttem pt to  explore women’s lived experiences of anore­
xia. It will a ttem pt to discover from anorexics themselves w hat meaning 
their symptom has fo r them.
An existential phenom enological investigation will allow a study of the 
qualitative flow of human experience in an em pirical fashion so tha t we
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may gain access to the lived experience of the anorexic in her existential 
context.
The prim ary aim will be "through faithful description to strive to bring 
the pre-reflective lifeworld ... to the level of reflective awareness where 
it m anifests itself as psychological meaning." (Valle and King, 1978:17)
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Methodology
3.1. Subjects: -
K ruger (1979) offers th ree  criteria in selecting subjects suitable for phe­
nom enological research:
@ They should have had experience relating to the phenomenon 
under investigation - in this case the experience of anorexia.
® They should express a willingness to speak openly to  the re ­
searcher about the experience.
@ They should be verbally fluent and able to communicate their feel­
ings and thoughts with regard to the research phenomenon,
In the light of the above criteria, subjects were selected using the follow­
ing procedures:
Once ethical approval had been granted the researcher approached clini­
cal psychologists in private practice, a local support group and the S tate 
Hospitals in the area with a view to inviting particu lar women who had 
been diagnosed by m ental health  professionals as anorexic to participate 
in the research. These women fulfilled the diagnostic criteria laid down 
by D.S.M. IIIR  (APA, 1987) and were willing to  co-operate in the re ­
search.
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Five female subjects, who fulfilled the proposed criteria, participated. 
Five subjects were chosen, according to  K ruger’s (1979) recom m enda­
tions, since using more than one subject greatly increases the possibility 
of finding underlying constants or them es in the many forms of experi­
ence. It also obviates possible undetected idiosyncracies of individual 
subjects, and facilitates greater fluency with the  phenom ena given the  
g reater variability provided by several subjects.
The subjects had a mean age of 32 years, the youngest being 19 years old 
and the oldest 50 years old. All subjects had m atriculated with four of 
the subjects having received tertiary  education. Two of the subjects had 
honours degrees and two were still studying toward their first degrees. 
Two of the subjects were students, one a house-wife, one an author and 
the fifth worked in advertising.
The subjects had a mean weight of 48 kilograms, the lowest weight being 
42 kilograms and the highest 58 kilograms. The subjects had a mean 
height of 5 fee t 4 inches.
3.2. Data Gathering
Once rapport had been established, essential biographical data collected 
and letters of inform ed consent signed, each subject was asked, in an 
open-ended way, to  relate  verbally her subjective experience of anorexia 
nervosa as comprehensively as possible. It was emphasised th a t no as­
pect or detail of her experience was trivial or unim portant and they were
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encouraged not to  censor any aspect of their narrative. As few questions 
as possible were asked during the interview, the interview being as un­
structured  as possible. Interventions were confined to asking for clarifi­
cation or fuller descriptions ra ther than trying to elicit particu lar 
inform ation, or leading the subjects in any particular direction. The in ­
terview, which was recorded on audio tape, was then  transcribed ver­
batim , along with the interview er’s questions and responses.
The interview as opposed to  questionnaires was utilised as descriptions 
that are generated by dialogal interviews are often richer than  w ritten 
data. Subjects tend  to edit the ir responses less and verbal accounts allow 
the researcher access to the subjects’ nuances of speech and gestures; 
such non-verbal communication provides a fuller picture of the subjects’ 
feelings. The process of writing tends to  have an inhibiting effect on the 
spontaneity of expression.
33 , Data Analysis
The data analysis was conducted in accordance with the outlines and 
views laid down by de Koning (In Giorgi, 1986), Kruger (1988) and Ivey 
(1991).
The raw m aterial of the original protocol was systematically analysed in 
o rder to extract and synthesise the  psychologically useful, ie. essentially 
meaningful, inform ation. The essential subjectively lived meanings of the 
women’s anorexia was made descriptively explicit. In o rder to  disclose
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the essential meanings of the transcribed protocols, the following steps 
w ere applied:
(1) G etting a sense of the  whole narrative: The protocol was read a num ­
ber of times in order to grasp a sense of the wholeness of the data.
(2) Extraction of natural meaning units: Once the  researcher had 
grasped a sense of the whole, they re tu rned  to  the beginning of the de­
scription, with the purpose of extracting "natural meaning units". This 
phase involves dividing the interview m aterial into meaning units, ie. "a 
statem ent made by the  subject which is self-definable and self-delim iting 
in the expression of a single, recognised aspect of the subject’s experi­
ence." (Kruger, 1979: 128) Once the meaning units have been extracted, 
they are expressed in a reduced form ie: as concisely and accurately as 
possible. At this stage the  subject’s language is re ta ined  as far as 
possible.
(3) Reflective transform ation of meaning units: This step involves elimi­
nating those meaning units which are repetitive (ie. they convey the 
same meaning or in ten tion) and which are irrelevant to the question 
being researched.
Giorgi (1985) has defined this phase as the delineating of meaning units 
in term s of the psychological insight contained w ithin them. This is 
achieved through a process of rigourous reflection, "by which the r e ­
searcher can transform  the  in tention  of each unit from the concrete lan ­
guage of the subject into language which expresses a psychological
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perspective of the  phenomenon." (Stones, 1986: 119) However, this is 
bo th  a difficult and demanding task, since while moving beyond the sub­
jec t’s statem ents the meanings the researcher form ulates must never 
sever all connections with the original description.
(4) Synthesis in to  a situated structure: This stage involves the aggrega­
tion of the form ulated meaning into clusters of them es/constants. This 
phase allows the emergence of them es which are common to all subject’s 
descriptions, and contradictions or discrepancies among them es.
(5) In tegrating  situated structures in to  a single general structure: This is 
the final phase and can be conveyed at two levels:
© 1. A specific description, which Stones defines as "one which com­
municates through a psychological perspective, the unique struc­
tu re  of a particular phenom enon [women’s experiences of 
anorexia] within a particular context [the life world of each indi­
vidual woman]." (1986: 120)
® 2. A general description. This is based on several specific descrip­
tions of essentially the same phenom enon and seeks to communi­
cate the general meaning structures of phenomenon, ie. women’s 
experience of anorexia. It is the aim of this research to produce 
the la tter description.
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CHAPTER FOUR
Data Analysis
The data was analysed according to the phenomenological m ethod de­
scribed in the previous chapter.
Once the data had been collected in a tape-recorded, unstructured  in te r­
view, as described in section 3.2. of the previous chapter, it was tran ­
scribed verbatim . These original protocols may be viewed in appendix A,
These protocols were read a num ber of times until sense of the whole 
and a working knowledge of them was a tta ined . The protocol texts were 
then  broken down in to  naturally occurring meaning units, each express­
ing a single recognisable aspect or them e of the to ta l experience. These 
natural meaning units were then  num bered and w ritten down in the 
th ird  person. At this stage the subjects’ own language was used as much 
as possible.
The above process is exemplified in Table 1. below. H ere a section of the 
protocol text of subject one has been broken down into natural meaning 
units, each has been num bered and then  w ritten down in the  th ird  p e r­
son. Similarly, the rem ainder of this text and those of the o ther subjects 
can be examined in appendix B.
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Table L
N atural Meaning Unit;
1. Basically it is just a fear o f  getting fat.
C entral Thematic Element;
The S believes anorexia is a fear of getting fat.
2. Most people I  know with anorexia say that when they look at themselves 
in the mirror they think, "look a t that big fa t  person , " they think they 
are fat.
The S reports th a t m ost people she knows with anorexia look them ­
selves in  the m irro r and think they are fat. The'S has never looked 
at herself in the m irro r and thought she was fat.
3. Basically in my case it has never been like that. I  can never say that I ’ve 
looked at myself in the mirror and thought I  look fat. Even now I  can 
look in the mirror and quite honestly see m yself exactly as I  am.
S can see herself exactly how she is.
4. I  know I ’m thin.
S knows she is th in .
5. But it’s just the fear that i f  you do eat that you will get fat.
S fears th a t if she does eat she.will get fat.
6. I t ’s very... it’s so intense... it’s very, very intense.
S’s fear of weight gain is intense.
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7. that fear it makes you feel so guilty when you eat.
§ feels guilty when she eats.
8. I t doesn’t really matter how much you eat, it can be one raisin or one 
grape and I ’ll fee l like I ’ve eaten a whole box o f  grapes.
.S feels guilty'no-matter h6w little or how much she eats."
9. A n d  the whole day is centered around... You wake up in the morning and 
you think, "what am I  going to have fo r  breakfast" and then you get to 
breakfast and the whole aim is to eat as little as possible; and then as 
soon as breakfast is over then you th ink about lunch, it’s lunchtime 
now. Then you get to lunch and you try and get to the end o f  the day 
and eat as little as possible.
The 8’s daily life is centered around food.
10. I t ’s sort o f  like a test o f  yourself, basically to see how little you can eat. 
The- S tests herself to see how little she can eat.
These natural meaning units were then  reflected  upon and consequently 
transform ed in to  revelatory psychological statem ents. These reflected 
the subjects’ in tended meanings and w ere now expressed in  the re ­
searcher’s language. In the reflective transform ation of the meaning 
units the  researcher attem pted to disclose and uncover the subjects’ in­
tended  meanings. This involved m ore than  just naively reflecting the  sub­
jec ts’ expresses. T heir non-verbal communication and the fact th a t
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subjects’ often m eant more than they actually said, had to be accounted 
for w ithout imposing meaning and thus not rem aining true  to the data.
R edundant, repetitive and non-essential them es were excluded at this 
po in t, as was meaningless detail.
An example of the transform ed and condensed them es revelatory of sub­
jec t one’s experience of anorexia are displayed in Table 2. The rem ain­
der of these and the transform ed and condensed them es of the other 
subjects are offered in appendix C.
Table 2. ■
Transform ed and Condensed Themes Revelatory of Subject One’s Experi­
ence of Anorexia:
Transform ed and Condensed Corresponding
Themes . MMXJ8
1. The S experiences a fear of 1 ,5 , 6
weight gain.
2. The S reports her awareness 2, 3, 6
of her body size and shape to
be appropriate.
3. The S experiences guilt 7
when eating.
4. The S displays an all or 8
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nothing attitude toward food.
5. Anorexia has come to dominate 9 ,92
the S’s life.
6. The S is continually testing 1 0 ,1 1 ,13 ,45
her level of control by testing
her ability to go without food.
7. The S attem pts to be independent 12
of others so as to be free of needs.
8. With time the S began to 14, 24,36
experience her disorder as
beyond her control.
9. The S reports that she 15, 20
has recovered considerably.
10. Food is synonymous with 16, 19, 21 
weight gain for the S.
The following stage involved integrating and synthesising the  previous 
them es into a psychologically meaningful description of anorexia for 
each subject. The essential themes derived from  the previous stage w ere 
in tegrated into a situated  structure. The situated  structures of each sub­
ject are  displayed below.
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Situated Stractmre of Sefeject Nimfeer One
The sub ject’s experience of anorexia nervosa was lived as an attem pt to 
gain a sense of control over her daily life which she experienced as be­
yond her control. The sense of control she acquired through controlling 
her food and body was extrapolated to  her environm ent. The subject’s 
level of control over her environm ent was determ ined by how little  she 
ate. The subject continually tested  this level of control by testing her 
ability to go w ithout food. The subject gained a fu rther sense of control 
over her daily life through rigidly planning every aspect of her day in ad ­
vance.
The subject expressed a fear of weight gain, equating fatness with a lack 
of social acceptance and lack of control.
The subject was sensitive to the attem pts of others, especially family 
members, to  control her life, she thus strived to  be free of needs so as to 
be independent of others. During periods of perceived failure the sub­
ject experienced herself as worthless, at such times she experienced her 
needs as no t worth fulfilling. The subject felt guilty when eating.
The onset of the disorder was m arked by a change in the subject’s life 
situation. W ith this change the subject repo rted  poor academic and so­
cial perform ance. The subject had had a history of academic success. A n­
orexia provided the subject with a sense o f social recognition and 
achievement, in that she felt special, ra ther than just an ordinary person 
and was aware of society’s appreciation for thinness.
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The subject repo rted  an insecure childhood. She came from an en­
m eshed family system. She perceived her parents as controlling, as a 
child she feared being separated  from her parents. She located the 
origin of her disorder in her childhood.
W ith time the subject came to experience her disorder as beyond her 
control, it came to  dom inate every aspect of her life. She repo rted  faulty 
cognitions due to lack of nourishm ent. For example, she tended  to th ink 
in an all-or-nothing m anner in relation  to food and weight gain, with 
such thoughts being intrusive. She reported  periods of depression and 
she experienced the  disorder as frightening.
The subject asserted tha t o thers cannot understand her experience un ­
less they have them selves been anorexic.. She described psychiatric in te r­
vention and the behaviour m odification program m e as ineffective in that 
it focussed on weight gain alone and failed to  understand her experience 
of anorexia. Further, she found it to be  threatening  to her sense of con­
tro l as she was forced to gain weight. The subject similarly described her 
parents as ineffective in assisting in her recovery as they failed to  u n d er­
stand her experience.
The subject repo rted  psychological intervention to  be effective as the 
therapist attem pted  to  understand her experience of anorexia nervosa 
and did not th rea ten  her sense of control. She experienced a local sup­
port group as effective in tha t the group members shared and thus under­
stood her experience.
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The subject reported  to be markedly recovered despite the continuation 
of symptoms. She presently places much emphasis on healthy eating.
Situated Stmcture of Subject Number'Bto
The subject’s family system presen ted  as a perfect, middle class, nuclear 
family. The family dem onstrated denial in response to the subject’s d isor­
der, refusing to recognise it as a psychological disorder and as a result 
would not seek psychological intervention. The subject’s disorder b e ­
came the cause of much family conflict. The family system appeared  to 
be an enm eshed one, there  being little  autonom y on the part of the  indi­
vidual members.
The subject’s experience of anorexia nervosa was lived as an a ttem pt to  
gain a sense of autonom y and control in an envirom ent, which for her, 
was devoid of autonom y and control. In an enm eshed family system, her 
m other attem pted  to  control every aspect of her existence. A norexia p ro ­
vided a sense of autonom y and power which was extrapolated to  the envi­
ronm ent. The subject’s parents were powerless in influencing her 
anorexia. H er control over her body and food-was a private area others 
could not control and this com pensated for the lack o f control she ex­
perienced in o ther areas.
The subject repo rted  many unexpressed, negative feelings tow ard her 
m other and ra ther than  overtly confront her on issues of control she 
covertly attem pted  to  acquire a sense of control through her d isorder, a
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silent p ro test against her lack of autonomy and control. The subject’s dis­
o rder was an area where her m other was powerless and was held respon­
sible by family and friends for her daughter’s condition.
The onset of the disorder occurred at a time when the subject was experi­
encing a change in her life situation in which she experienced an ex­
trem e lack o f control over many areas of her life. She viewed 
achievem ent and success as the  m anner in which one gains acceptance 
and approval from others. She was no longer able to  m aintain her p re ­
viously high level of social and academic achievement and felt she had 
failed. Anorexia served as a sense of companionship at a time when the 
subject was lonely. Anorexia provided a sense of achievement, setting 
her apart from others, as someone special.
With tim e the subject began to experience the disorder as beyond her 
control, she felt possessed by it and no longer able to control her beha­
viour. Anorexia came to dom inate all aspects of her existence. She re ­
po rted  conflicting attitudes towards her disorder as it influenced her life 
in bo th  positive and negative ways.
D espite claiming to be recovered the subject continues to  experience 
symptoms of the disorder and reports difficulty in the  areas of food, 
body and control. She continues to feel that she is competing with her 
m other for control over her life and continues to avoid high kilojule 
foods and weight gain. The subject continues to deny herself the satisfac­
tion of her physical need for hunger. Anorexia is described as a habit 
which she cannot completely break. She is reluctant to relinquish her
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symptoms as weight gain and recovery would require  relinquishing the 
sense of control and achievement that the disorder provides her.
Both medical and psychological in tervention were viewed as positive by 
the  subject. This was a ttribu ted  to  the fact th a t neither her medical p rac ­
titioner, nor her psychologist a ttem pted  to jepordise the sense of con­
tro l her disorder provided her, but a ttem pted  to address those issues she 
felt relevant to her situation. Religious in tervention was perceived to 
have provided the subject with much support in her attem pt at recovery.
Situated Structure of Subject Number Three
The subject’s experience of anorexia nervosa was lived as an a ttem pt to 
gain a sense of control in environments which she perceived as beyond 
her control. She described her disorder as a coping technique which rec- 
curred at times when she experienced her environm ent as out of her con­
trol. H er sense of control was achieved through abstinence from food as 
she aquired a sense of control through rigidly controling her food intake 
and her body.
As a child the subject experienced her m other as violent and unpre­
dictable and herself as helpless, as having no control over her environ­
m ent, Anorexia, with its control over food and body provided her with a 
sense of control which was extrapolated to the  environm ent.
The onset o f the d isorder was marked by a situation  in which the subject 
experienced a rejection and subsequent feelings of worthlessness and
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lack of control. The sense of control anorexia provided her com pensated 
for this perceived lack of control.
A t times when the subject experienced a sense of failure and rejection, a 
feeling of worthlesness, her thin form provided her with a sense of 
achievem ent as she acquired a socially desirable thin body. She placed 
much emphasis on achievement, equating it with acceptance.
The subject feared fatness, equating it with lack of control, failure, re jec ­
tion and worthlessness. She equated  thinness with a sense of achieve­
m ent and subsequent acceptance. She thus strived to  avoid eating as it 
lead to weight gain. She viewed eating and weight gain as uncontrollable 
processes. She reported  a constant fear of food and of weight gain, as 
well as a generalised sense of fear. The subject’s fear of weight gain was 
often so great as to  lead her to disregard her personal safety and well­
being. She would frequently disregard her personal safety in o rder to  rid  
herself of food, after she has eaten  or to avoid eating.
The subject claimed that she did not wish to  become an adult woman 
and assume the accompanying roles; her thin body shape enabled her to  
avoid the developm ent of an adult body and secondary sexual charac­
teristics. The subject’s desire to rem ain young and asexual was grounded 
in her belief that one only receives love as a child. She had continued to 
seek relationships that allowed her to adopt a child-like role and thus be 
cared for; however this resulted in her having little  autonomy and con­
tro l in her relationships. She rep rted  to be relian t on parental figures
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for the  fulfillm ent of her needs, finding difficulty in m eeting her own 
needs and viewing them as selfish.
W ith tim e the subject began to experience h er disorder as beyond her 
control, no longer a positive experience, but a nightm are. I t came to  in­
fluence every aspect of her life.
The subject described a change in h er personality  as she had become d e­
ceptive in o rder to avoid eating, this had led to  social isolation. She re ­
vealed a d isto rted  body image, viewing h e r  th in  body shape as fat. She 
believed tha t lack of nourishm ent led  to em otional disturbances such as 
depression.
At the  onset of her disorder in 1968, m ental health  workers were unfam ­
iliar with anorexia and an appropria te  diagnosis and treatm ent were no t 
im plem ented. The subject continued to encounter m ental health  workers 
who displayed much ignorance in re la tion  to her disorder. She perceived 
trea tm en t tha t focussed on weight gain alone, ignoring the underlying dy­
namics of the  disorder, as ineffective. D espite reporting  improvements 
in her condition she continues to experience symptoms of anorexia.
Situated Straetare of Subject Number Four
The subject views the underlying dynamics of her d isorder as typical o f 
many anorexics.
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The subject displayed a concern for food and body from an early age.
This was strongly influenced by her p a ren ts’ preoccupation with diets 
and their disapproval of fat, as well as an awareness of societal appreci­
ation for thinness. H er attitude to food and body was also influenced by 
the ballet community of which she was a part.
Food played a central role in the subject’s family assuming an im port­
ance beyond physical nourishm ent. The subject’s parents were over-pro­
tective in the ir parenting, leaving the subject little  autonomy.
The subject displayed much insecurity as a child, constantly seeking 
o thers’ approval by striving to be a high achiever. During her childhood 
she engaged in much ritualised behaviour. At times when she experi­
enced a lack of achievem ent or rejection, she would perceive her environ­
ment as out of her control. At such times the rituals served to  provide 
the subject with a sense of control that could be extrapolated to the  envi­
ronm ent.
During late adolescence anorexia came to  serve a similar purpose to  the  
ritualised behaviour. At times when the  subject perceived her environ­
ment as beyond her control anorexia provided a sense of control. The 
subject’s experience of anorexia was lived as an attem pt to gain control 
in an environm ent, which for her, was devoid of control.
The onset of anorexia occured at a time when the subject repo rted  a 
change in her life situation where she experienced a lack of control over
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her environm ent. At this time she was no longer able to m aintain her p re ­
viously high level of academic success and was no longer socially popu­
lar. She had a history of high achievement and believed she was only 
able to gain acceptance through her achievements. At a time when she 
experienced a lack of achievement socially and academically anorexia 
served as an achievem ent for which she initially gained much approval 
and social recognition; her weight loss was an achievement which others 
admired. She displayed a desire for o thers to  eat, viewing o thers’ a t­
tem pted weight loss as a th rea t to her success in this area.
The subject displayed a fear of fat. She believed others would reject her 
if she gained weight. Fat also came to symbolise failure to th e  subject.
She weighed herself continually and reported  a distortion in body image. 
She did not have a history of being over weight. .
W ith tim e the  subject experienced her anorexia as beyond her control. It 
dom inated every aspect of her life and she had little  influence over it.
She described herself as deceitful and obsessive during this time. Lack 
of nourishm ent led to irritability  and poor concentration which th e  sub­
ject believed was due to intrusive thoughts concerning food and weight 
gain. She became socially isolated.
The subject describeded conflicting a ttitudes towards recovery as, al­
though she w anted to rid herself of this distressing disorder, she feared  
she would be forced to gain weight. H er desire to  be the best at all she 
did in o rder to  gain acceptance rendered  group in tervention ineffective
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as she repo rted  tha t she would attem pt to be the  best anorexic in the 
group.
The subject viewed her parents as the most effective source of interven­
tion  in tha t they attem pted to  understand her experience of her disorder 
and did not attem pt to  jeapordise the sense of control it provided her. 
She described psychological intervention as ineffective as therapists a t­
tem pted  to  fit her into preconceived theories ra ther than  explore those 
issues of concern to  her.
The subject continues to  experience a concern for issues of body and 
food, and  does not believe she will ever overcome this. She reports a 
great concern for physical health  and healthy eating.
Sitoated Structure of Subject Number Five
Subject num ber five’s experience of anorexia was lived as an attem pt to  
gain control in situations, at different times throughout her life, which 
she experienced as beyond her control.
During these crises the subject experienced a sense of guilt at her in­
ability to rectify the  situation. Anorexia provided the  subject with a solu­
tion  in tha t it relieved her of this guilt by providing her with a sense of 
control over the situation. In exerting control over her food and her 
body she gained a sense of control which she extrapolated  to  her envi­
ronm ent. Since she equated fatness with being out of control she gained
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a sense of control through weight loss. She preferred  to eat alone so as 
to ensure control over her eating behaviour.
The subject had a history of avoiding reliance on others through contro l­
ling all aspects of her environm ent thoroughly. In this m anner she was 
not in need of assistence.
The subject came from an enmeshed, alcoholic family in which she ex­
perienced a lack of autonomy and control which she attem pted to  com­
pensate for by exerting an extreme control over her personal possesions, 
obsessively organising and checking them. This sense of control was then  
extrapolated to  her environment. D espite a num ber of problem s the fam ­
ily presented  as perfect to  the outside world. They had little  contact 
with those outside of the  family, which was difficult for the  subject as an 
only child.
The subject had a history of high achievement which she had unsucces- 
fully a ttem pted to m aintain upon leaving school. She reported  a fear of 
failure. H er d isorder recurred  during periods when she was experien­
cing a lack of achievement in her life. Anorexia again provided the  sub­
ject with a com pensatory solution in that weight loss was experienced by 
her as a sense of achievement and recognition.
The onset of anorexia nervosa has frequently been  marked by changes in 
the subject’s life situation  in which she has experienced a lack of control 
and achievement in h er environm ent. At such times anorexia has served 
as a means of coping to the subject.
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The subject has a history of being overweight. As a younger woman she 
found a sense of nurturance in eating which was encouraged by her 
m other. During her pregnancies she gained much weight as she felt she 
was justified  in eating and gaining weight in this circumstance.
With time the  subject began to experience her disorder as beyond her 
control, she felt it had possessed her and it had become difficult to over­
come. Further, she felt ambivalent tow ard her disorder and the process 
of recovery, on the one hand not wanting to relinquish the sense of con­
tro l and security her disorder provided and on the o ther hand wanting to 
rid herself of a frightening and physically and emotionally damaging dis­
order.
The subject displayed a d isto rted  body image and an irrational a ttitude 
toward body and food.
The onset of the disorder occurred at a time when women were aspiring 
to achieve a thin body like that of Twiggy. The subject was fu rther aware 
of the  m edia’s role in encouraging women to obtain  this slim ideal.
The onset of the subject’s disorder occurred at a time when public aw are­
ness of anorexia nervosa was minimal, this, in conjunction with the fact 
that she practiced much denial concerning her condition, resulted in her 
disorder not being diagnosed for 30 years. She had received psychiatric 
treatm ent since diagnosis, her a ttitude tow ard which was positive. She re ­
po rted  tha t her psychiatrist had assumed control of her daily life so th a t
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it was no longer a concern of hers. D espite this, she continued to m ain­
tain a rigid control over her food and body.
Finally, these situated structures were in tegrated  into a single general 
structure . As each situated  structure was reflected  upon, common 
them es were extracted which were then  in tegrated  into a single extended 
general description. This general description expresses what is essen­
tially common to  all subjects’ d ifferent experiences of anorexia and is 
presen ted  below.
General Description:
The subjects’ experiences of anorexia were lived as attem pts to gain a 
sense of control in environm ents which they perceived as out of their 
control. Through rigid control of the ir food intake and the ir bodies the 
subjects gained a sense of control th a t could be extrapolated to their en ­
vironm ents. The sense of control the ir d isorder provided them  com pen­
sated for the  lack of control they experienced in o ther areas of their 
lives. Thus their sense o f control over the ir lives was determ ined by 
their ability to avoid eating and weight gain.
The subjects’ preoccupation with their ability to  control their worlds had 
been evident throughout their lives. T hree of the women engaged, or 
had a history of doing so, in obsessive behaviours o ther than anorexia, 
tha t provided them  with a sense of control over their environm ents.
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Four o f the subjects revealed enmeshed family systems, with individual 
m em bers having little  autonomy and control over their lives. All the sub­
jec ts had experienced a lack of control over their environm ents within 
the  family system. The origins of their disorder, for these women, ap­
peared  to lie in their family systems. In the face of their perceived lack 
of control over their environments within the family system, anorexia 
provided the  subjects with a sense of control. Further, anorexia nervosa 
provided them  with a sense of autonomy in tha t the control they exerted 
over the ir bodies was a private area tha t o ther family members were 
powerless to  influence.
The subjects were high achievers, placing much emphasis on achieve­
ment, viewing it as a means of gaining acceptance and approval from 
others. A t times when they experienced a lack of achievement in their 
lives anorexia provided a sense of achievement in that the  subjects 
viewed their ability to lose and m aintain low weights as an achievement.
At times when the subjects experienced a sense of rejection, anorexia 
provided a sense of acceptance. They appeared aware of social appreci­
ation for thinness and received much approval, at least initially, for their 
th in  forms. Given tha t they equated achievement with acceptance, and 
viewed th e ir control over their bodies as an achievement, the  subjects 
gained a sense of acceptance.
The subjects attached meanings to  "fat” and ’’th in” beyond th a t of body 
size, equating fat with failure and rejection, with being out of control;
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they expressed a great fear of being fat. Thinness was equated with 
achievement and approval and acceptance by others.
A lthough their initial experience of weight loss was positive, with time 
the subjects experienced their disorder as beyond their control. The sub­
jects described feeling possessed by the disorder, being unable to in ­
fluence their behaviour. The subjects described this as frightening. T heir 
daily lives became dom inated by their preoccupation with weight gain 
and food. Their concern with food and body came to  dom inate every as­
pect of their lives, all o ther concerns becoming secondary. The subjects 
displayed obsessive thoughts and behaviours in relation to food.
The subjects reported  periods of depression which they a ttribu ted  to  
lack of nourishm ent. All bu t one subject repo rted  a d istortion in body 
image.
The subjects repo rted  changes in personality as they became deceitful 
and dishonest in o rder to  avoid eating. They became socially isolated.
The subjects experienced an inability to  freely m eet their needs, espe­
cially that of hunger, with two of them  viewing the ir needs as selfish and 
not worthy of fulfilling. Two of the subjects consciously attem pted  to  be 
independent and needless of others.
The subjects expressed conflicting views tow ard recovery. On the one 
hand they wanted to be free of the disorder as it was frightening and 
physically and emotionally harmful. On the o ther hand, they were reluc-
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tan t to relinquish the feelings of control, autonomy and "specialness" 
that anorexia provided.
All subjects experienced intervention tha t focussed on weight gain alone 
as ineffective. They viewed forced attem pts at weight resto ra tion  as jeo p ­
ardising their sense of control and thus as threatening. The subjects 
viewed intervention that attem pted to understand their experience of 
their d isorder and explore issues of relevance to them, as most effective.
D espite reporting  to be greatly recovered, the  subjects continued to  ex­
perience symptoms of anorexia. T hree of them  appeared to  have re ­
placed a concern for weight loss with a concern for health , eating only 
health  foods.
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Discussion .
W hile it is acknowledged that the phenom enological m ethod aims to  de­
scribe the  subjective experience of a phenom enon, given the  academic 
natu re  of this thesis, the m anner in which these descriptions confirm or 
differ from contem porary theoretical assumptions about anorexia will be 
considered.
5.1. Emergent Themes v  ' ■
This thesis reveals anorexia as an a ttem pt at empowerment. It confirms 
the notion of anorexia as a way of coping with the problem s involved in 
becoming a self-respecting autonom ous person. It reveals anorexia as a 
lifestyle, a way of coping in a particu lar family and social environm ent, 
ra th e r than  an illness people contract. It represents an a ttem pt to re ­
solve conflicts. It gives the anorectic a m uch-needed sense of control 
and effectiveness and i t  helps to  m aintain her fragile self-esteem  and 
sense of belonging, since bo th  slimness and self-control are highly va­
lued in our society. This, however, is accomplished at the expense of the 
anorexic’s health  as her pathological pursuit of autonom y and control 
becomes life-threatening.
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The im portance of studying the context in which anorexia occurs was em­
phasised as the subjects identified their family systems as the cause of 
their lack of autonomy and control, the  roo t of the ir disorder. This fam ­
ily system shares many characteristics of M inuchin’s (1978. In Edwards, 
1987) anorexic family.
The family systems to  which the subjects belonged appeared enmeshed. 
Subjects two and five, for example, described the ir family systems as, "I 
think it’s maybe overdependent," "Maybe a b it smothering." In such 
families, M inuchin suggests that children learn  to subordinate them ­
selves and their autonom y to the needs of the  family. In such families a 
refusal to be  fed m aybe a means of self-assertion, a way of establishing 
a boundary betw een self and others and gaining a sense of autonomy. As 
subject num ber two described, "my deterio ration  to anorexia came about 
as me saying, Fm taking control now, I ’m going to  control my life." She 
felt that, "by refusing that, or telling my mom I couldn’t ’ eat and seeing 
the weight dropping off, I felt now I ’m, this is something I’m steering 
and I ’m controlling it." She later stated , "I feel this is the only way, the 
anorexia is the only solution for me trying to have some of my own con­
tro l th a t she (m other) didn’t have."
The second characteristic  that M inuchin identified  is evidenced in the  
over-protective behaviour of the subjects’ parents. Subject two ex­
plained that, "they worry about me alone, and uh you know I’m nearly
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22, they make sure they know what tim e I ’m coming home and all that 
stuff." This may also be viewed as a sign of rigidity, iden tified  by M inu­
chin,. as the  family resists change and continues to trea t the ir teenager as 
a young child.
The subjects’ parents tended to do too much for them resulting, it could 
be argued, in a sense of ineffectiveness and incom petence on the part of 
the subjects. This not only confirms the  views of Minuchim, but also 
those of Bach (1977) who suggests tha t when a m other in trudes, virtually 
dictating her child’s responses to things, the result is decreased au ton­
omy and mastery in the developing child. R ather than acquiring a sense 
of power and ability to act on the world, the subjects experienced them ­
selves as passive spectators. Anorexia might be seen as an attem pt to 
gain a sense of autonomy and power in the face of such an experience.
This is similar to Bruch’s (1978) notion that anorexics come from 
families where the mothers were "too good", anticipating the  child’s 
every need and fulfilling it. As subject two stated, "They’ll do everything 
for us, my parents." Thus the child comes to feel controlled and unable 
to make her own decisions; she does not develop a sense of effectiveness 
and learn  to  identify and m eet her needs.
The subjects’ families attem pted to preserve the myth of the ideal, n u ­
clear family despite the problems they experienced. As w ith M inuchin’s 
anorexic family, these families avoided open conflict, attem pting to p res­
ent themselves as conflict-free to the outside world. Subject num ber five 
described how her family hid her fa th e r’s alcoholism from the  outside
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world, did not bring friends to  their home or develop close friendships 
fo r fear that the outside world would discover the "skeletons in the fam ­
ily closet." This exacerbated the enm eshed natu re  of the family.
O pen conflict and self assertion proved a th rea t to these family systems, 
thus anorexia may be seen as a silent p ro test, an in ternalised  struggle 
for individual identity and autonomy. For example, subject num ber two 
described how ra ther than openly confront her m other and disturb the 
family system she, "picked on food instead of who I saw, where I went, 
what time I came home, what I did at college and things like that. Um, I 
picked on food to show my control."
In such enmeshed and over-protective families the subjects may have felt 
controlled from the outside; they would not have experienced them ­
selves as active participants in their own developm ent, bu t as helpless 
products of their environm ents or puppets program m ed to  please others. 
This may have resulted  in them  possessing a paralysing sense of ineffec­
tiveness, an inability to control their lives and m eet their own needs, or 
even recognise them. Anorexia, fo r these subjects, appears to have d e ­
veloped as a direct resu lt of these problem s.
The family system revealed by these subjects parallels the  common view 
of Minuchin, Selvini-Palazzoli and Bruch tha t anorexia is a means of cop­
ing in a particular family system. Overall, M inuchin, Selvini-Palazzoli 
and Bruch are united in their focus on the relationship betw een ano re ­
xia and the family. They emphasise the incom plete separation  of the an­
orexic from her family, as well as its enm eshed and overprotective
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nature . In such families the anorexic develops a sense of lacking au ton­
omy and control, a lack of effectiveness. The anorexic maladaptively a t­
tem pts to establish independence and a sense of control through 
self-starvation.
5.1.2. The Pursuit of Control
In accordance with the views of Bruch and the  family theorists, the sub­
jec ts’ control over their food and the  m anner in which they rela te  to  it 
was linked to  the need  to  have som ething uniquely their own, som ething 
under the ir control. Since childhood these subjects had experienced 
the ir lives as being shaped by others, be they intrusive or unpredictable 
and aggressive m others, or alcoholic fathers. A lthough for different re a ­
sons, these subjects had all experienced the ir childhoods as out of th e ir 
control. For example, subject two’s overprotective and controlling 
m other left her feeling devoid of control, "Right throughout my life my 
m other’s been the one who’s had con tro l and she’s controlled my life." 
Subject th ree ’s abusive m other also p roduced similar results, "She was to ­
tally unpredictable and you didn’t know what to do to p u t her in a good 
mood, it was a helpless feeling."
Anorexia is an attem pt for these subjects to control their lives. They d es­
ignated the ir bodies as the arena for this struggle. They put all th e ir e n ­
ergy into trying to control it. The body is one area where these subjects 
could be more in control of their lives than  anywhere else. As subject 
th ree  continued, "I had this feeling I was getting some sort of stability,
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contro l, because I was doing this, no one else was doing it, and I was con­
trolling it."
The subjects’ desire to control their lives was evident from an early age. 
Subject num ber four, for example, described how she engaged in ob­
sessive behaviours in order to gain a sense of control over her life from 
age six. "I suppose it was a progression for me, first of all trying to con­
tro l things when I was younger by no t touching the  lines, running around 
the kitchen table ten  times. Trying to  control circumstances outside of 
me... things tha t w eren’t under my control, like how happy my parents 
were, um, what people thought, those sorts of things. I w anted to con­
tro l that." In late  adolescence, anorexia came to serve a similar purpose, 
"I vested all that energy when I was o lder into not getting fat."
Subject num ber five described a similar experience in her alcoholic fam­
ily, "Control I think is the very essence of my life, it was when I was a 
tiny little  girl. I was a fanatical tidy-upper... I would go to  bed and check 
my books and bookshelf at least four times before  I got in to  bed at 
night, they all had to  face the same way. That was control because X 
couldn’t control my world."
A lthough the subjects identified the  origins of their d isorder as lying in 
the ir family systems, this pursuit of control went beyond the family. The 
subjects’ experiences of anorexia w ere lived as attem pts at obtaining a 
sense of control in their environm ents, including those outside of the ir 
families, which they perceived as beyond their control.
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The subjects’ experienced themselves as having little  control over their 
environm ents, for which they com pensated by rigorously controlling 
the ir bodies and food intake. Subject num ber one explained, "it’s about 
control, if you can get over having to have contro l all the time, you’re 
starting  to be better." Subject th ree  described the  compensatory nature 
of controlling her food and body clearly when she said, "it was a feeling 
of a lack of control... and then I wanted to  regain some of this. It was a 
feeling of... you know when you’re a teenager and everything is unpre­
dictable and confused. And I think it was a feeling of gaining some sort 
of control." Similarly, subject four said, "when things are out of your con­
tro l, w hen they’re taken out of your control, one thing you can control is 
the amount you eat and control it minutely."
In accordance with the views of Lawrence (1984) the onset of anorexia 
in these subjects occurred at times when they w ere feeling out of control 
and disadvantaged. Through weight loss and control over their bodies 
these subjects gained a pseudo-control over the ir lives. Many theorists 
have identified the onset of anorexia at adolescence. This thesis, how­
ever, suggests that it is not so much adolescence per se that marks the 
onset of this disorder, bu t particular changes in the subjects’ life situ­
ations. These changes occurred at d ifferent times for each subject, bu t 
usually signified a separation from the family, an entering into the adult 
world that the subjects were unable to cope with given the  lack of con­
tro l and effectiveness they experienced over th e ir lives. As these sub­
jects en tered  the broader world, they experienced an inability to  cope
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and a difficulty in m aintaining social and academic success. Anorexia was 
a solution at this time. This would appear to  concur with the view of 
Lawrence tha t weight control is used as a substitu te  for controlling real 
issues in women’s lives over which they have little  control. Power, which 
is a t the centre of anorexia for Lawrence (and it would appear for these 
subjects too), is not achieved by engaging the world but by turning in­
w ard and exercising self control.
With tim e the rituals and regulations th a t surrounded the subjects’ food 
intake increased in number. Eventually the  original act of deciding to 
consciously intervene to reduce their eating became lost. The subjects 
began to feel in constant danger of losing their sense of control. M ain­
taining the new "in control" persona was a constant occupation requiring 
an increase in the num ber of rituals and obsessive routines and more 
and more time. Subject one’s life became reduced to routine, she said. 
"Your life just becomes so routine, If som e-one just comes in and says 
’le t’s go' to  the movies,’ you can’t do that, it all has to be arranged."
Paradoxically anorexia with its rituals bound and restric ted  these 
women; the  hoped for goal of control was unobtainable. As subject two 
revealed, "But I know somewhere along the line I lost this focus, as in, 
I ’m showing control, I’ve got control. I kind of lost my focus and just 
went on this mad, mad, out of control thing to  try and lose weight."
This is perhaps the greatest irony, tha t the subjects came to  experience 
their disorder and lives as out of control. The goal of achieving a sense 
of control over their lives in fact leads to a d isorder that exacerbates
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feelings of being out of control. Many of the, subjects described feeling 
so out of control as to  be possessed. Subject four said, "I once heard 
som eone describe it as a demon, it like takes over your body." Subject 
five actually felt, "you almost want to  have this thing exorcised. I t ’s som e­
thing you can’t get rid of." Subject two adm itted, "it definitely did con­
tro l me."
This m aybe likened to Lawrence’s (1979) control paradox. A lthough the  
subjects obtained absolute control in term s of physical size and shape, 
they sim ultaneously experienced them selves as ou t of control.
5.13. The'Need to AcMeve ,
Orbach (1986) describes the sense of achievem ent tha t the anorexic 
gains through weight loss. Achieving slimness was also im portant for the 
subjects in this study as it was visible p roo f of their success; they were 
even com plim ented on it. As subject four sta ted , "everyone tells you i t ’s 
fantastic, you’re so slim."
But it was the achievement, not the slimness, th a t was im portant. At 
times when the subjects experienced them selves as unsuccessful, the con­
tro l they exerted over their bodies provided a sense of achievement. As 
subject four described, "I went to Joburg and all the reasons I  went 
there  fell through and I was kind of doing nothing well and I started  p u t­
ting on a bit of weight, not a hell of a lot... And, but I just became very 
obsessive (about weight loss), it was one thing th a t I was doing and 
doing really well." She continued, "one thing I could do and do very well
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was to get thin and be b e tte r than  others, you know it was my thing." 
Subject th ree  described her weight loss as an "achievement compensa­
tion" th a t occurred at times she experienced herself as a failure. A fter 
years of perceived failure, subject five said of her weight loss, "it’s a fee l­
ing tha t if you stand on a scale and you’re down two kilograms, you think 
right, I ’m winning now, I ’m b e tte r  than  you. I am in control." The 
achievem ent of slimness was im portant as it provided the  subjects with a 
sense of success and mastery they so seldom felt and added to  the sense 
of contro l they sought.
This view contrasts, in part, with th a t of Lawrence (1987) who believes 
th a t anorexia is a high achieving woman’s a ttem pt to  a ttain  a sense of 
norm ality or commonality with her peers. She asserts tha t as the achiev­
ing woman reaches m aturity she no longer receives social approval for 
her success. These subjects, however, greatly desired approval from 
others and viewed success as a means of gaining it, ra ther than  jeopard ­
ising it. Their anorexic condition worsened during periods of poor p er­
form ance as at such times they gained a com pensatory sense of 
achievem ent from it. This contrasts with Law rence’s view th a t anorexia 
arises in response to  periods of achievement. In addition, however, in ac­
cordance with Lawrence’s view, the subjects did gain a sense of belong­
ing through the ir weight loss.
This concern for achievement was clearly visible in tha t the subjects 
w ere highly achievem ent oriented. M inuchin identifies the  desire to gain 
approval ra ther than  knowledge or com petence per se as a consequence
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of an enm eshed family system. In an enm eshed family the anorexic’s b e ­
haviour is scrutinised and she develops a concern for perfection. Since 
this perfection is never achieved, low self-esteem  results, leading her to 
continually seek approval. Subject four identified  this need to achieve in 
order to gain approval as central to her disorder, "I’ve actually become 
so much more relaxed with myself and tha t I don’t have to do things to 
be accepted, I can just be me. And that is what X had to  work through 
m ore than tha t I w anted to be thin."
5.1 A  Socio-Cuifaral Influences
These subjects succeeded in losing weight w here so many o ther women 
failed. Subject th ree  explained, "Maybe because of the  whole emphasis 
on diets and everybody is trying to get th in  and they can’t and they keep 
slipping up and going back to  being fat and you managed and you think, 
ahh, I’m really strong, I ’m really disciplined, I ’m much th inner than they 
are. Maybe its like that, i t’s an achievement." This clearly indicates the 
subjects’ awareness of the social pressure to be th in . Their success was 
in terms of society’s high regard for thinness. As subject num ber four 
stated , "that is what everyone is aspiring to  and I wanted to be there." 
This concurs with the  feminist view th a t anorexia is a caricature of fem i­
ninity as anorexic women conform with the social ideal of slimness. It 
parallels their view that there  exists a proximity betw een the symptoma­
tology of eating disorders and the prescribed patterns of behaviour for 
women in W estern society.
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Since the  onset of the disorder came at a time when the subjects were ex­
periencing a sense of social rejection, the approval they received for 
their weight loss provided them a sense of belonging and acceptance.
This again concurs with the work of many feminist theorists who view an ­
orexia as a caricature of femininity as the subjects’ thin forms conformed 
with the social ideal and thus gave them  a sense of belonging. The an­
orexic’s slim shape appears to  give her a sense of commonality with her 
peers.
Anorexia is more clearly situated in its sociological context as the sub­
jects revealed a powerful awareness of society’s appreciation for th in ­
ness, the m edia’s emphasis on weight loss and encouragem ent to  women 
to constantly strive to  perfect their bodies. As subject one stated , "I 
think i t ’s a lot to  do with society. T here’s so much emphasis on losing 
weight and diets that you feel you want to do that even if you’re  no t fat. 
You don’t want to  be fa t.” She went on to say, "you have to  be thin to be 
socially accepted. ’Cause the  media make it out to be tha t you’re only ac­
cepted if you’re thin." The subjects were conscious of the cultural p ress­
ure to eat slimming foods and the role the  media played in exerting this 
pressure. The subjects were aware of the desire for thinness in W estern 
culture and its value beyond physicality.
The subjects displayed an irrational fear of fatness. Subject th ree  de­
scribed fatness as, "a fate worse than death... i t ’s just so horrifying and 
repulsive and worthless, disgusting, gross. I always said if I were fat I 
would commit suicide, I still would."
Discussion 86
The subjects were aware of a social appreciation for thinness and b e ­
lieved they would be rejected if fat. As subject four stated , "When I 
started  putting on weight I honestly thought people wouldn’t like me."
To be thin ensured a sense of belonging. As subject five revealed, fa t­
ness is associated with being out of control, "I am actually horrified  at 
the fatness. Fat is when I was out of control." Subject one described how 
if she were fat o thers, "would think I can’t control myself." Finally 
weight loss is equated  with success and achievement. Subject four be ­
lieved, "if you put on weight you’re failing."
It is clear tha t the subjects’ anorexic behaviour is linked to their a tti­
tudes and beliefs about food and body weight. However, as the  subjects 
revealed, these do not occur in a vacuum. Feminist theorists such as 
Ogden (1992), and Lawrence (1987), believe tha t women in W estern so­
ciety have come to view weight loss as a solution to many of the p rob ­
lems they experience as women in W estern, patriarchal society. The 
belief th a t if th in  one will autom atically be happy, successful, in control 
of one’s life and thus socially appreciated appears evident in these sub­
jects. This view tha t a change in one’s physical appearance brings a solu­
tion to all areas of one’s life is clearly revealed by these subjects who 
have come to equate slimness with success, control, power and happiness.
The subjects’ attem pts to avoid eating eventually became all-consuming 
and em barrassing or incom prehensible to others. The routines, exercise 
and thought pa tterns of the  subjects eventually resu lted  in the ir isola­
tion. Subject three in fact opened her account with these words, "Well I
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think the actual anorexia isolates, well isolated me from o ther people be­
cause you have to  be very secretive and you find yourself becoming dis­
honest because you have to hide things and have to  tell lies." Subject 
four re ite ra ted  this saying, "also the feeling of being alone. That you are 
completely alone and no one understands you." She continued, "getting 
changed, washing my hair, those sort of things w eren’t im portant, it 
wasn’t im portant to  have friends, to  go out and enjoy yourself, it was im­
po rtan t to stay a t home and not eat."
H ere lies a fu rther irony in that the subjects’ desire to be acceptable, to 
gain a sense of belonging, is lost as they become socially isolated. The 
goal and purpose is lost in the struggle.
While these women feared  food they revealed an obsession with it. Not 
eating did not provide relief from thinking about food. R ather, it b e ­
came an ongoing preoccupation, thinking about what they could and 
could not have, w hat they had and had not eaten. Subject two revealed 
tha t when she became anorexic, "that was the  only thing on my mind was 
food and how much I was eating and how much I wasn’t  eating and when 
I could eat and what clothes I could wear and what clothes I couldn’t 
wear ’cause I knew how skinny I was... Everything in my life just re ­
volved around food." Bryant and Bates (1985) and Keys (1950. In Cal­
houn, 1977) noted tha t one of the behavioural changes tha t accompanies 
progressive em aciation is compulsive thinking about food.
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The achievem ent of slimness was also im portant given that "fat” had 
come to stand for need, greed and loss of control to the subjects. Fat rep ­
resen ted  external proof of the  subjects’ lack of control over their beha­
viour and needs.
O rbach (1986) views this attem pt by the  anorexic to control her needs as 
the ro o t of the disorder. The subjects’ ability to make themselves smal­
ler and smaller would be, fo r Orbach, a direct expression of their suc­
cess in controlling their needs and neediness. Anorexia represen ts the 
needless self for these women. This lack of need ensures that they are 
untouchable and not vulnerable. It ensures they are independent of 
o thers and if they do not need others will not have to  deal with rejection 
and have sole control over their lives. This view reitera tes the experien­
ces revealed by the subjects. As subject num ber five stated, she has a l­
ways been  the  sort of person who does "not like to rely on others." 
Subject one stated  tha t she has "... always thought I ’m a very inde­
pendent sort of person, I like to  know tha t I can cope alone." In denying 
them selves food these subjects were able to  rise above the most essen­
tial of all needs. They were able to  create new selves stripped of all 
needs and desire and thus experience themselves as powerful and in con­
trol.
Anorexia, it would appear, is only tangentially about slimness per se. Of 
critical im portance, being slim is about a form of denial, and one our cul­
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tu re  values, especially in women. It is about the gains that arise from de­
nial per se and not from slimness. The subjects all displayed a tendency 
to  deny the fulfillment of their needs as well as an inability to  meet 
them. Subject num ber one, for example reported  spending much time 
doing things for her family, in fact others have to ld  her that she does 
"too much." However, in term s of her own needs she was told that she 
does not "do enough for herself." She went on to say, "you start to think 
of yourself as not worth it, that you shouldn’t be there . That you’re just 
arbitrary  and then you start to  deprive yourself of o ther things, things 
tha t you like doing."
Subject num ber th ree  said that, "I find it difficult to  allow myself some­
thing." she goes on to  say, "sometimes I would like to go and see a movie 
just for a break, bu t I can’t ask X for seven rand for a movie because it 
just seems so selfish. I mean how can I ask him if I can spend seven rand 
on myself just to go and see a movie." Such an inability to meet or even 
recognise their needs has already been linked to  an enm eshed and over- 
protective family system. Selvini-Palazzoli (In  Palazzoli et al, 1989), in 
recognising the influence of cultural factors on the family system recog­
nised that female children learn a model of womanhood based on con­
sideration of others before self and self denial. This makes it difficult 
for young women to identify and m eet their needs.
Similarly, the feminists believe girls are socialised to  live for others and 
to be concerned and a ttend  to the needs of others, often  to the d e tri­
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m ent of their own needs and thus are unable to meet their own needs 
adequately.
'5.1.6. gemmasy
It is clear that the protocols in this thesis do not exclusively concur with 
any single theoretical approach. This is perhaps understandable if one 
considers tha t the theories of Bruch, the family theorists and the fem in­
ists explored in this thesis, although differing on a variety of dimensions, 
share a common ground. They all view anorexia as a d istorted  psycho­
physical solution to the existential problem  involving lack of power, au­
tonomy and control (D ittm ar and Bates, 1987). This, it would appear, 
parallels the subjects’ personal experiences of their disorder, this is 
their lived experience of anorexia.
Both Bruch’s framework (psychoanalytically inspired) and the familial 
approach assert that the anorexic shows an arrest in development to ­
ward becoming a self-sufficient, responsible adult while at the same time 
establishing an autonomy by controlling the  body; The anorexic does 
this in response to  the in terpersonal experiences she has encountered  in 
a particu lar family system. The fem inists theorise at a wider societal 
level. W hile taking control of their own lives in opposition to the s te reo ­
typical roles provided them by society, anorexics nevertheless succumb 
to  the message of these cultural m odels to  deal with their problem s by 
controlling the ir body shapes and appearances.
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In viewing the conceptual foci of these perspectives as more complimen­
tary than  contradictory, it is plausible to  suggest tha t attem pts at under­
standing the complex nature of the  disorder can only benefit from taking 
in to  account what each has to offer.
In term s of the feminist theoretical perspective in particular, the find­
ings of this thesis appear to refu te  Boskind-Lodahl’s over-socialisation 
theory. Anorexia appears more than  a simple exaggerated adherence to 
wom en’s socialisation, to the prescribed pa ttern s of behaviour for 
women in W estern society - it in fact appears to  be a rejection at the 
same time. The average woman’s attem pts at slimming may be due to pa- > 
triarchal conformity, but anorexia, while encompassing aspects of con­
form ity in its own paradoxical m anner, is essentially a striving for 
autonom y and control over one’s life denied to  women by their fem i­
ninity in a patriarchal society. These anorexic subjects do more than  
merely conform to their socially prescribed  roles, they appear to reject 
them  at the  same time. While adopting the  th in  ideal these women 
gained a sense of belonging and identity  with o ther women. They gained 
a sense o f achievement as they accomplished women’s socially prescribed 
goal of thinness. These women fulfilled the ir ro le  of being needless, of 
denying the ir needs, while fulfilling the needs of others. All the while, 
however, these women rejected the powerlessness of the ir femininity, 
they attem pted  to  gain a sense of control over their lives in the only area 
left to them . Thus we gain an understanding of the m ultiple and contra­
dictory meanings of the  symptoms of anorexia.
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In this m anner a more complex understanding of anorexic symptomato­
logy is created  - the symptom may be expressing a rejection of femininity 
while at the same time ostensibly following the prescriptions of femi­
ninity.
5.2. Implications for Treatment
This thesis has clearly dem onstrated the im portance of the context in 
which anorexia occurs, the powerful influence of the subjects’ social and 
familial contexts in the development of their disorder. This would sug­
gest tha t for the treatm ent of anorexia to be effective, it should include 
a b roader form of intervention tha t addresses social and familial influen­
ces. The roo t of these subjects’ disorder appears to  lie in the familial sys­
tem and the b roader society at large. This thesis thus stresses the 
im portance of the fem inists’ assertion th a t it is essential to  communicate 
to the anorexic th a t women are subjected to  particu lar societal pressures 
which play an im portant role in the developm ent of the disorder as well 
as family theo rists’ emphasis on the usefulness of family therapy.
Treatm ent that focusses on weight resto ra tion  alone has been described, 
by the subjects, as ineffective. Subject one rep o rted  that, "I’ve been to 
hospital and I’ve been on a punishm ent program m e, where if you lose 
weight you’re punished, your privileges are taken away from you. For me 
it d idn’t work." She continued, "I’ll do it just until I get to  the weight 
they say I must get to and then as soon as I get out of the hospital I’ll 
just take that weight away." Enforced weight gain and a failure to  a t­
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tem pt to  understand the subjects’ experience was described by subject 
four thus, "you feel like everyone’s your enemy, they’re going to try and 
make you eat, they don’t understand you."
It is clear tha t enforced correction of em aciation cannot alone trea t this 
complex disorder. It cannot help the anorexic to understand the under­
lying issue of struggling for a sense of control. As subject four told us,
"it d idn’t help me address the issue of wanting to be in control." Since 
these subjects have clearly indicated th a t control and autonomy are at 
the cen tre  of their disorder, the very efficiency of behavioural treatm ent 
in achieving weight gain would increase the turm oil of these subjects 
leaving them  feeling tricked into relinquishing this last resort of control 
over the ir bodies and lives. The experience of being forced and super­
vised could be seen to echo the anorexic’s experience of the  world as 
controlling and unresponsive to her needs.
The subjects experienced those who attem pted  to understand their ex­
perience as most effective in assisting in the ir recovery. Much of the sub­
jec ts’ in tervention  failed to do this, as subject four explained, "She’d ask 
me about my dreams but that didn’t help me... it didn’t help me address 
the issue of wanting to be in control, of wanting to be thin... They were 
on their mission. They had their own theory and they were going along 
and they w eren’t actually asking me what I thought." This re itera tes with 
the findings of many feminist theorists, such as Orbach (1986), who b e ­
lieve tha t many therapeutic  approaches fail to  com prehend the under­
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lying meaning the disorder has for women, treating  her as some oddity, 
trying to  mechanically restore her weight.
The views of these subjects are congruent with the findings of Maine 
(1985) and the very motivation of this thesis, that m ental health  workers 
do not listen to anorexics, but try to fit them  into  theories. Such th e r­
apy, given the findings of this thesis, would perhaps duplicate the p rob­
lems th a t originally led to  the disorder, exacerbating the anorexic’s 
feelings of loneliness, isolation and lack of autonomy. The process by 
which the therapist in terprets the meaning of the anorexic’s words and 
behaviours contains elements tha t represen t a repetition  of early transac­
tional pa tterns where she was told by som eone else what to feel and 
think. In  this way the  therapist in fact confirms and reinforces the an­
orexic’s sense of ineffectiveness.
These subjects can be seen to  be encouraging m ental health  workers not 
to approach anorexics with explanations from the outside, bu t to share 
their perception  of the world, at least initially, in o rder to  help them  
overcome their disorder. Subject four indicated clearly that what was ef­
fective in term s of intervention was for those helping to , "get into my 
little  nightmare."
This thesis reveals that recovery is often  complicated in that the subjects 
expressed conflicting attitudes toward recovery. D espite wanting to  over­
come this frightening disorder the Subjects were reluctan t to  relinquish 
the feelings of control, achievement and sense of belonging it provided. 
Subject four described her fear of gaining weight and fitting back into
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her "pre-anorexic” clothes, "I was terrified  of now suddenly fitting back 
into them ... then  it would show th a t 1 was just losing this kind of control 
tha t T th o u g h t I’d gained." Subject five said, "I want to get be tter, um, 
but I don’t want to  get be tter. Now doesn’t th a t sound crazy? T hat’s the 
ambivalence. I’ve got used to it, it’s a security, or does th a t sound crazy, 
how can anorexia be a security? I t ’s the control situation, i t’s something 
that I can really control."
It is thus clear, th a t unless the  anorexic’s experience of her disorder is 
understood, unless those issues of im portance to  her are addressed, she 
is unlikely to  relinquish her symptoms. Unless the  issues of control are 
resolved it will be difficult for her to relinquish her m ethod o f coping.
A final warning lies in the subjects’ apparent replacem ent of the ir con­
cern for weight loss with a concern for healthy eating, perhaps replacing 
one symptom with another. As subject four explained, "instead of read ­
ing what was slimming I started  reading what was healthy, because then  I 
was still doing som ething, I wasn’t like ah, caution to the wind, chow any­
thing... I’m very health  conscious." In this m anner the  subjects continue 
to obtain a sense of control over their lives through food.
Not only are the subjects extremely health  conscious, bu t they feel th a t 
their concern with food and weight will never leave them . Subject two 
said, "I don’t know if I’m completely over it or if I ever will be."
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Given the small size of the sample and the natu re  of the research we are 
unable to assume tha t the lived experiences of these subjects are iden ti­
cal to  all anorexics. While the phenom enological researcher attem pts to 
achieve a consistency of meaning across situations their prim ary aim is 
to  listen to what the  phenom ena te ll them  and rem ain faithful to the phe­
nom enon as it appears. The aim is to  establish what is typical of a phe­
nom enon ra the r than what is universal.
The phenom enological m ethod utilised in this thesis does not specifi­
cally and coherently account for changes in the subjects’ m odulation of 
voice and body language. This might provide a richer understanding of 
the subjects’ experiences. It is im portant to  note tha t the meaning of the 
subjects’ words were often greatly altered  or reinforced by changes in 
their nuances of speech and accompanying body language. For example, 
the subjects adopted far more assertive postures and their voices be ­
came louder and m ore confident as they described the sense of power 
and control their disorder provided them. Subject num ber th ree , in p a r­
ticular spoke and behaved in a very child-like m anner throughout the in­
terview; this appears in keeping with her desire to rem ain a child and 
her inability to openly assert herself and her needs. The subjects’ non­
verbal communication frequently conflicted with their overt statem ents. 
This was especially no ted  when the subjects spoke with little  conviction 
of the ir recovery, the ir actual thin body sizes also conflicted with such 
statem ents.
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Given the scope of this thesis the discussion was limited to exploring the 
essential meaning of the subjects’ disorder. A num ber of o ther issues 
arose tha t might w arrant fu ture research. These include the moral dimen­
sion tha t the  subjects a ttribu ted  to their disorder and body size as well 
as the role religion played in both the development of and recovery from 
their disorder. Indications of particu lar personality traits were evident 
in some subjects as were cognitive distortions. The similarity betw een 
the  circumstances that surrounded the onset of the subjects’ disorders 
might also be more thoroughly explored.
Due to  the utilisation of the interview as a m ethod of data gathering, the 
protocols were lengthy, repetitive and often lacked clarity. This made 
analysis difficult and time consuming. W ritten protocols might have p ro ­
duced more coherent and precise decriptions. The interview did, how­
ever, provide richer descriptions as the  subjects spoke sponteneously, 
seldom editing the ir speech.
Finally, it is im portant to consider that the subjects’ understanding of 
their disorders might have been influenced, to some extent, by the psy­
chotherapeutic in tervention  which they have received. Since all the sub­
jects interviewed had received some form of in tervention it can be 
assumed that their understanding of anorexia would have been in ­
fluenced by the views and beliefs im parted to them by the m ental health  
professionals they have encountered.
Discussion 98
The subjects revealed their lived experience of anorexia as an attem pt to 
gain a sense of control in environm ents that they experienced as beyond 
their control. R ather than reflecting any single theoretical approach this 
thesis revealed the common foci of Bruch, the  familial theorists and the 
feminists - tha t anorexia is a d istorted  psychophysical solution to the 
problem  of lacking autonomy, power and control.
This thesis has dem onstrated the usefulness of the existential phenom ­
enological method. It has allowed us access to  anorexia on two levels: we 
have gained insight into the context in which the disorder occurs as well 
as insight into the dynamics of the individual's psychological function­
ing. This, it could be argued has to some extent overcome the social/psy­
chological split so evident within the work of many of the theories 
explored. There has been a tendency to e ither psychologise or socio- 
logise anorexia. While many cultural, and feminist theorists, such as tha t 
of Boskind-Lodahl, understand anorexia as simply being m oulded by so ­
cial forces, so the cognitive, behavioural and psychoanalytic perspec­
tives, as well as feminists such as Chernin, tend  to psychologise the 
disorder.
A m aterialist theory which can articu late  the construction of femininity 
within the cultural context and does no t underm ine ideological forces, 
but simultaneously addresses individual, psychological hum an agency, is 
needed.
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It is hoped that this thesis has to an extent achieved this, as well as its 
aim, to understand the anorexic’s experience of her disorder and in so 
doing provide some guidelines for effective treatm ent.
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